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THat we cannot be certain of the nature of an abdomino-pelvic 
tumour until we see it, is a fact that we recognize the more patients 
we examine and the larger our operative experience becomes. 

Differential diagnosis of abdominal tumours always takes into 
account enlargement of, and displacement of, normal abdominal 
organs, and of these the spleen, provided as it is with a special mark 
of distinction in the form of the “notch,” is one that might be 
considered difficult to overlook. The spleen is kept in its position by 
suspensory and gastro-splenic ligaments, and, when enlarged and 
increased in weight from any cause, readily breaks loose and, | 
stretching these somewhat slender attachments, provides for itself a 
long pedicle, which will allow of distant migration and marked 
axial rotation; so that the typical “ notch” may be turned towards 
the vertebral column, rather than to the abdominal wall. 

In the two cases here recorded, it will be seen that in No. 1 the 
notch was felt posteriorly in the pelvis, and hidden from external 
examination. In the other, No. 2, owing to a complete rotation of 
the spleen, it was on the left side, also posterior and masked by 
enlargement, so as to feel like a foetal limb. 

The recorded cases of wandering spleen with splenectomy and 
its results, have been largely augmented since the year 1901, both in 
our own JOURN. OF OBSTET. AND GyN. OF THE Brit, Emp., and in the 
records of general surgery. 

Removal of the spleen has been practised from ancient times, in 
odd cases, with varying results, but it is only in recent years, co- 
incident with, and dependent upon the more exhaustive study of the 
blood, that a classification of diseases of the — has paved the 
way for operative treatment. 

Enlargements from malaria (late), splenic anemia, and simple 
spleno-megaly are those in which operative treatment is most success- 
ful—it is contra-indicated in leucocythemia. 
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The primary causes of splenic enlargement are not always 
obvious; a sufficient increase in the bulk and weight of the organ 
will give rise to dragging on its peritoneal supports; its subsequent 
migration and the twisting of vessels in its pedicle will lead to 
hemorrhages in its substance, thus further increasing the size and 
weight. 

The signs and symptoms of wandering spleen, are dependent upon 
the dragging on the stomach, the pressure upon the intestines, and 
the twisting of the pedicle; and vary in degree from stomachic 
disturbance to signs of intestinal obstruction and fatal peritonitis. 

The question of the advisability of removing an enlarged spleen 
has been settled for us by the pronouncement of physiologists on the 
functions of the spleen and by the results in animals after removal, 
also by records of the after results of splenectomy in man. 

We are told that “ whatever may be the nature of its functions in 
relation to the blood, it is certain the organ is in no way essential to 
the normal nutrition of the body,” and further that “ the spleen can 
be removed without producing any abnormal symptoms.” 

There need, therefore, be no hesitation about removing a wander- 
ing spleen if it should be producing symptoms calling for relief 
and if the other conditions show that removal can be effected without 
any immediate risk to the patient. 

On the other hand, we learn that the after history of patients with 
a chronically enlarged and displaced spleen is uneventful; the spleen 
appears to become functionless, other glands and the bone marrow 
taking up its work (just as happens after its total extirpation), and 
the patient does not suffer from its loss. Consequently, in such a 
case as No. 1 here recorded, there was nothing to be gained by its 
removal, especially as the chronic inflammatory adhesions, and the 
age of the patient, rather contra-indicated a prolonged abdominal 
operation. 

The after results of splenectomy do not seem markedly to affect 
the patient, and the changes in the blood are not very marked. 

There is a temporary diminution in hemoglobin and red-blood 
corpuscles, with an increase of white corpuscles, which reaches its 
height in two to three weeks, and disappears in about three months. 


Case 1. Mrs. J.B., et. 68, sextipara, seen by Dr. Huskie 
November 28th, 1907. 

Complaint. Acute pain in the left hypochondriac and _ iliac 
regions, accompanied by vomiting. 

History. The patient had always enjoyed good health. She went 
to bed quite well on the evening of November 27th. Her appetite 
was normal and she took a good breakfast on the morning of 
November 28th, and almost immediately was seized with pain in the 
abdomen and vomiting. When seen by the doctor, the most marked 
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sign was the abdominal enlargement and tenderness; the pulse rate 
was 72, and the temperature normal; in the evening the pulse rate 
was 136. The pain continuing I was asked to see her. 

Examination. The patient was a well-nourished, healthy-looking 
lady, with a somewhat anxious expression, and short, quick, respira- 
tory movement (26 per minute); tongue clean and moist; cardiac 
system normal, 

Abdomen. A movable, rounded, tumour occupied the left iliac 
and hypochondriac regions; it was dull on percussion with a resonant 


Case I. 
Diagram of Abdominal Tumour. 


area all around; on movement the resonant area increased and the 
dull area moved. 

Per vaginam. The uterus was small; the appendages were not 
made out. A tumour firm in consistence, non-fluctuating, the size of 
my fist, was felt in the right posterior vaginal fornix and was 
markedly tender on examination. 

Feeling the abdominal tumour on the left side and the pelvic 
tumour on the right, a diagnosis of double ovarian tumour with a 


\ 
| 
| 
| A 


240 Journal of Obstetrics and Gynecology 


twisted pedicle was made, and operation decided upon, when the 
acute signs should have disappeared. 

The patient gradually improved and the pulse became normal, 
but the temperature was never below 100°4°: all tenderness over the 
lump disappeared. On December 11th, we examined again and con- 
firmed the former diagnosis through the possibility of the trouble 
being malignant crossed our minds. 

December 15th, 1907. Abdominal section. On exploring the ab- 
dominal cavity the tumour was found to run from the left hypo- 
chondriac region across the umbilical to the right iliac region. 
The uterus and ovaries were behind the lower portions, the former 
small and atrophied. There were numerous firm adhesions of bowel 
and omentum to the tumour, which, as soon became manifest, was the 
spleen. Just about four inches above the lowest point of the lower 
pelvic portion was felt the splenic notch, which was turned with the 
notched edges towards the sacrum, so that the splenic enlargement 
was mainly in the upper lobe. Owing to its weight the spleen had 
migrated into the pelvis, and had made a complete turn towards the 
right side, thus placing the notch on the left and behind. This 
lower portion was that which I had deemed to be a right ovarian cyst. 

The adhesions of omentum and bowel to the surface of the spleen 
were firm and well organized and evidently of old standing. 
Taking this fact into account with the age of the patient and 
the innocent character of the splenic enlargement, we decided, 
in the interests of the patient, not to subject her to the shock of a 
prolonged operation, and so closed the abdomen. 

The patient made a normal convalescence, and on enquiry I learn, 
August 20th, 1908 :— 

The abdominal enlargement is about the same; the patient’s 
general health is very good; there is no anemia; she is able to get 
about fairly well and has never been laid up since the operation. 

Since sending the above to the press, I have had the opportunity 
on September 11th of seeing this patient. Her appearance is that of 
a healthy, well-nourished woman, of ruddy complexion: quite active 
for her age, bright and cheerful. She states that she feels quite 
well, but gets tired on exertion. On examination of the abdomen, 
there is a ventral hernia, about the middle of the incision, the 
hernial ring, admitting two fingers, thus allowing of free exploration 
of the abdomen. The spleen has so much diminished in size, as to 
occupy only a portion of the left lumbar and iliac regions, being 
about three times the size of the normal organ and no longer in the 
pelvis. Per vaginam: the uterus and its appendages are healthy; 
the vaginal fornices are empty. We may conclude that the explora- 
tory operation and the relief of tension on the pedicle together with 
the prolonged rest have been responsible for the marked improve- 
ment, and that the enlargement was probably due mainly to the 
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twisting of the pedicle, with hemorrhage into the spleen, and there- 
fore not due to any diseased condition. The blood examination is as 
follows: hemoglobin 68 per cent., red corpuscles 3,800,000 (hemo- 
globin-corpuscle index 68-76), leucocytes 8640, polynuclear 69 per 
cent., eosinophiles 2 per cent., lymphocytes 28°5 per cent., basophiles 
0°5 per cent. No nucleated red corpuscles. 


Case 1. E.N., et. 37, admitted to the Hospital for Women 
June 2nd, 1908; married; 2 children, aged 7 and 5 years, 


Case II. 
Diagram of Abdominal Tumour. 


\ 


History. She always enjoyed good health until 5 weeks ago, 
when she began to have pain in the left side and in the abdomen, 
spasmodic in character, lasting a variable length of time, and necessi- 
tating temporary rest, but during four weeks she was only two whole 
days in bed. Enlargement of the abdomen was observed, but it was 
only when the attacks of pain culminated in a more severe one with 
vomiting and diarrhea, that Dr. H. Buxton was called in and 
discovered the tumour. 
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The patient is sparely built and anamic; expression anxious and 
pained; complains mostly of palpitation, abdominal pain and 
tenderness. 

Pulse 110. Temperature 986°. 

Menses: regular, 28, 3-4; normal. 

Examination. In the middle line of the abdomen, reaching as 
high as the umbilicus, is a firm, hard, tender swelling, which, on 
palpation, is found in the right half of the abdominal cavity, occupy- 
ing the right iliac, lumbar, and hypochondriac regions; the um- 
bilical region to a point 1}in. to the left of the umbilicus and the 
hypogastric region. The percussion note is dull over the tumour, 
resonant in the left flank. The tumour is right sided, there is an 
absence of any fluctuation, and the consistence is that of a soft solid. 
At a point about 2}in. below the umbilicus, on its left border, the 
edge feels rounded and raised, like a foetal limb. 

Per vaginam. The uterus is normal in size, retroverted, and 
pushed over to the left side of the pelvis; the uterine appendages can- 
not be felt. In the posterior vaginal fornix, and on the right side, 
there is a firm, rounded tumour, which does not fluctuate, is very 
hard, and moves with the abdominal tumour. 

Diagnosis. Right ovarian tumour with twisted pedicle, probably 
adenocarcinoma. 

Operation was decided upon, and the abdomen opened on 
June 4th, 1908. When under the anesthetic, prior to operation, a 
further examination was made; the upper border of the tumour was 
now felt more distinctly and was rounded and smooth; to the left of 
the middle line and behind (at a deeper level) was an uneven portion, 
feeling like a foetal limb. The whole growth felt more solid, was 
right sided, and movable, but did not move on respiration, and was 
dull on percussion throughout, with resonance above and in the left 
flank. The diagnosis, now, did not go beyond that of “a pelvic 
tumour.” 

Operation. When the tumour was exposed, it had the appearance 
of a nutmeg liver and was of the consistence of that organ; on passing 
the hand downwards into the pelvis, the tumour was traced to the 
bottom of Douglas’s pouch, where it was rounded and smooth, and on 
its under surface was felt a sulcus witha soft swelling in it, reminding 
one of the under surface of the liver with the gall-bladder in situ. 
The uterus and appendages were normal. Passing upwards, the liver 
was felt to be normal, and the spleen was absent from its normal site. 
The diagnosis now was completed. The tumour was a wandering, 
enlarged spleen, covered on its left side by adherent omentum, which, 
being dissected off, disclosed the splenic notch with intestine ad- 
herent all along its margin and under surface. Careful dissection 
gradually exposed a twisted pedicle, some four turns being present, 
with omentum caught in each turn, the vessels in the omentum 
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54 ins. 


Weight 5 lbs. 7 oz. 
Specimen from Case II. 
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thrombosed, and enlarged to a diameter of a quarter of an inch. The 
omentum and vessels were ligatured and separated, until the throm- 
bosed vascular pedicle of the spleen was reached and ligatured, and 
that organ removed. 

The patient being somewhat collapsed, ten ounces of normal 
saline solution were poured into the peritoneal cavity, and the 
abdominal incision, which reached from the pubes to a point one 
and a half inches above the umbilicus, was sutured with interrupted 
silkworm gut sutures through the whole thickness of the abdominal 
wall. Pulse 140. 

Specimen. An enlarged spleen, surface smooth and glistening, 
colour dark bluish-red (almost black in parts), weighing 5 lb. 7 oz. 
The edge of the spleen is rounded and thickened, the borders of the 
notch being markedly so, thus giving rise to the impression of a 
foetal limb as noted at the abdominal examination. The vessels at 
the hilum, enormously distended with blood-clot and tortuous formed 
the pedicle. The length of the organ is 9} in.; breadth, at widest 
portion, 5} in., and at narrower pelvic portion 4 in. 

On section it is of a homogeneous, red-black colour; there are no 
infarcts, and no sign of trabecule. The capsule is irregularly 
thickened. 

Convalescence was uneventful, the incision healing by first in- 
tention. The pulse rate remained quick, but gradually fell to 96, at 
which rate it remained up to the time of the patient’s leaving the 
hospital. The temperature on one occasion rose to 100°, but other- 
wise remained normal. 

I am indebted to Dr. H. Leith Murray for the following histo- 
logical report, and for the examination of the blood. 

Sections of the spleen show a vascularized and irregularly 
thickened capsule. The splenic substance throughout is almost 
totally disorganized by very extensive hemorrhage. 

Blood count, on June 12th, a week after operation :— 
Hemoglobin, 66 per cent.; red corpuscles, 3,540,000 (colour 
index ®*/,,); leucocytes, 5,840; polynuclear, 82 percent. ; eosinophiles, 
3°5 per cent.; lymphocytes, 14 per cent.; basophiles, 0°5 per cent. No 
abnormal leucocytes were present. 

Nucleated red corpuscles (normoblasts) were present: estimated 
(by counting against the total leucocytes in 100 fields) at 226 per 
cbmm. No poikilocytosis. Blood platelets as usual. 

A second examination of the blood on July Ist, though nearly the 
same as that of June 12th, demonstrated that the nucleated red blood 
corpuscles had disappeared. 

It is of interest to note the presence of nucleated red blood cor- 
puscles for a week or two after removal of the spleen, and also the 
absence of any tenderness at any time over the long bones, 7.e., the 
bone marrow areas. The examination of the blood also disposes of 
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enlargement. 


On September Ist the patient reported herself quite well and equal 


to all her domestic duties. There is slight anemia, she is very 


splenic anemia and leucocythemia as a possible cause of the splenic 


bright, and active in her movements; no sign of glandular enlarge- 
ments, and no tenderness over the long bones. Blood examination : — 


Hemoglobin, 70 per cent.; colour index, “°/,,; red corpuscles, 


3,590,000 per cb.mm.; no nucleated red corpuscles; leucocytes, 6,420 


pe 


lymphocytes, 24°5 per cent.; basophiles, 0°5 per cent. 


. Pernet (George). “‘ Historical Notes on Splenectomy.” Brit. Med. Journ., 1896. 


r cb.mm.; polynuclear, 72 per cent. eosinophiles, 3 per cent.; 
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The Operative Treatment of Puerperal Fever. 
By the late Artuur Macan, M.B., F.R.C.P.L., 


Obstetric Physician to Sir Patrick Dun’s Hospital. 


THE operative treatment of puerperal fever has had its origin and 
development in the application of ordinary surgical theories and 
practice to the peculiar circumstances of labour and the puerperal 
state. 

In the early eighties of the last century attempts were made to 
treat acute general peritonitis by operation. Among the first to 
propose this was Lawson Tait, who, in a paper read before the 
Midland Medical Society on November 2nd, 1881 (Medical Times 
and Gazette, 1881, vol. ii, p. 544, gave an account of 110 consecutive 
abdominal sections, which he had performed between November 1880, 
and November 1881, and after speaking of the favourable result he 
had obtained in six cases by inserting a drainage tube at the opera- 
tion, says: “I have also re-opened the wound in two cases that were 
doing badly, in the stage of acute peritonitis, have cleaned it out, 
and then fastened in a drainage tube; and both cases from that 
moment mended and made speedy recoveries. So satisfied have I 
been with the results in these cases that the next case of peritonitis 
to which I am called, of whatever sort it may be—even puerperal— 
I shall advise and perform, if allowed, abdominal section, shall 
cleanse out the cavity and drain it; and if the operation be not 
deferred till the patients are moribund I believe this treatment will 
prove eminently successful. Our views of peritonitis will, I am 
certain, soon undergo an immense alteration. . . . In future we will 
treat the peritoneum on the same principles as we treat other 
suppurating cavities, and with quite as secure results.” 

It was not, however, till 1885 that this operation was put on a 
satisfactory scientific basis by Mikulicz, in his well-known work on 
“Laparotomy in Cases of Perforation of the Stomach and Intestines,” 
which was quickly followed, in 1886, by an equally important 
publication by Kroenlein. 

From these beginnings the results of operations for general 
suppurative peritonitis have been steadily improving, and quite 
lately Prof. Ali Krogius, of Helsingfors, has published the results of 
180 such cases that have been operated on in his clinic since 1901. 
Of these 96, or 53 per cent., were cured; or, taking only the 128 cases 


*A communication to the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland. 
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when the disease had its origin in appendicitis, 59 per cent. were 
successful, while of 54 of the latter cases operated on within thirty- 
six hours, 76 per cent. were saved. 

In puerperal peritonitis up to the present the results obtained by 
operation are, unfortunately, by no means so favourable as these, 
and will be referred to again later on. 

The application of surgical methods to the treatment of the second 
great class of puerperal fever—viz., those cases due to pyemia, or, as 
it is now called by some, metastatic bacteriemia—is of much more 
recent date. It had its origin in the good results obtained by the 
otologists in cases of septic thrombosis of the sinus transversus, by 
removal of the clot and subsequent tying of the internal jugular 
vein, as first performed by Zaufal in 1884. The first to apply this 
method to puerperal cases was W. A. Freund, who, in two cases, 
excised the ovarian vein and part of the broad ligament, without, 
however, saving either of his patients. Since then the operation has 
been recommended and practised successfully by Bumm, Trendelen- 
berg, and others, and 37 cases have been quite lately collected by 
Ludwig Seitz and published along with one of his own, in No. 464 
of the Sammlung Klinischer Vortriige. In this he gives a short 
history of all cases hitherto published, with the various methods of 
operation and the results obtained, which will be referred to again 
later on. 

Finally, the whole subject of the operative treatment of puerperal 
fever is discussed in a masterly and exhaustive manner by Professor 
Otto v. Herff, in v. Winckel’s recent “Handbook of Midwifery” 


I. Tue Scureicat TREATMENT OF LOCALIZED INFLAMMATIONS : — 
1. Wounds. 
2. Interior of the uterus. 
(a) Curage. 
(b) Curettage. 
(c) Brushing, or écouvillonage. 
II. Tue Evacuation or CoLiections or Pvs. 
1. In perineum and vagina. 
2. In pelvic connective tissue. 
3. In the abdominal cavity and pelvic peritoneum. 
III. THe Removat or Licature or INFLAMED VEINS FoR Py=MIA. 
IV. Tue Removat or THE UTERUS. 


At the outset arises the question : “Isit possible by early operation 
to prevent the outbreak of severe puerperal fever, or to weaken and 
cure bad cases of bacteriemia or toxinemia?” 

The answer to this involves difficulties the same as, or even greater 
than, that as to the efficacy of the treatment by sera or collargol, or 
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of the amputation of a leg for severe inflammation which is causing 
bacteriemia. The same question arises in considering operative 
interference in cases of peritonitis and pyemia, or the removal of 
the uterus when it is seriously infected. There can, of course, be no 
question as to the advisability of opening suppurating hematomata 
or encapsuled collections of pus. 

All operative interference must be based on an accurate diagnosis 
both of the extent of the disease and of the degree of general in- 
fection. One of our chief difficulties is to determine how far the 
pathogenic micro-organisms have penetrated into the body and what 
damage they have already done to the patient’s system. 

I. The Surgical Treatment of Localized Inflammation. The 
natural protective covering of wounds (croup, diphtheria, &c.) should 
on no account be removed, as such action increases the danger of the 
-entrance of the microbes into the circulation. Hence, puerperal 
ulcers, even when covered by diphtheritic-looking membrane, should 
not be scraped or curetted. 

A fortiori no attempt should be made to curette the interior of 
the infected uterus after confinement at full term. This does not 
apply, to the same extent, to cases of abortion, but in these cases the 
removal should, if possible, be done by the fingers, after dilatation 
of the cervix if necessary. The danger of curetting increases with 
every month of pregnancy. 

After labour the removal of portions of decomposing placenta, 
even after careful disinfection and the use of rubber gloves, should 
be looked on as a serious matter. Thorough curetting of the puer- 
peral uterus is very difficult, and by it a slight endometritis may be 
converted into a dangerous infection. The indications for the opera- 
tion are also very unsettled. A better method is “brushing out” the 
uterus, or, écouvillonage, introduced by thé French. 

II. The Evacuation of Collections of Pus.—If{ the abscess lies 
deep in the pelvis, or the position is not accurately known, v. Herff 
recommends the inguino-lateral incision, with detachment of the 
peritoneum upwards. By this means we can examine the ligamentum 
cardinale of the uterus, the broad ligament, Douglas’s folds and the 
connective tissue round the bladder and rectum, in the cavum Retzii, 
and even as far as the kidneys. 

The removal of the uterus for peri-uterine abscess can generally 
be avoided by this means—the operation, when necessary, being done 
on both sides. 

Owing to the good results obtained by operations on cases 
of appendicitis and perforating ulcers of the stomach or in- 
testines, efforts have been made to treat puerperal peritonitis 
also by operation, though the conditions present in the latter do not 
allow us to expect the same favourable results. We must, however, 
carefully differentiate between cases in which the peritonitis is 
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localized and those in which it is general. In the latter, we cannot 
hope for a favourable result when the symptoms of toxinemia are 
pronounced while those of bacterizemia are less developed. If from 
the first the symptoms of general infection are well marked, and the 
patient rapidly loses strength, death cannot be far off, and any 
operative interference is useless. 

In these cases there is seldom much fluid that we can let out or 
wash out; but when there is considerable quantity of fibrinous or 
fibro-purulent exudation the probability of the operation being 
successful is much greater. It is, however, most essential that the 
operation should be done very early—-at latest, on the second or third 
day. The indications for the operation are a steady deterioration in 
the general condition of the patient, as shown by a constant rise in 
the gradually weakening pulse, and an increase in the pain and 
swelling of the abdomen, with eructations and vomiting. The 
general condition and appearance of the patient must, at the same 
time, be such as to lead us to think that she can bear the operation. 
We should specially notice that the tip of the nose and the hands 
and feet have not become cold, as if that is the case the operation 
will only hasten the end. 

If we defer the operation too long paralysis of the intestinal wall 
takes place, and as a consequence we get an invasion of the 
peritoneum by the pathogenic organisms abounding in the 
paralysed intestines, which greatly increases the danger of a fatal 
toxinemia. Moreover, as the first symptoms of peritonitis are often 
obscured by those of metritis or cellulitis, surgical help often comes 
too late to save the patient. 

Cases in which the course of the peritonitis is not so rapid, the 
toxinemia is not so pronounced, and the paralysis of the intestines 
is not so extensive or complete, offer much more hope of the operation 
proving successful. In such cases, however, the prognosis, even 
without any operation, is not altogether bad, and hence we can never 
fee] sure that the patient would not have recovered without the 
operation. 

The advantages we may hope to obtain from an operation in cases 
of general] peritonitis are :— 

Thorough removal of all inflammatory exudations and a con- 
sequent diminution in the number of microbes, and in the amount 
of their poison; relief to the pressure on the heart and lungs; lessen- 
ing the damage to the intestines; removing, if possible, the centre 
from which the microbes make their way into the peritoneum; and 
preventing, by drainage, the subsequent re-accumulation of fluid. 

Opinions vary greatly as to exactly what should be done in cases 
of general peritonitis, but all are agreed that the opening of the 
abdomen offers the best chance for the patient. While some advise 

a free incision in the median line, others prefer several smaller 
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incisions. It is also a good plan to make an incision on both sides 
above and parallel to Poupart’s ligament, while in all cases counter 
openings should be made for drainage—one in the space of Douglas 
and one in each lumbar region. The opening into Douglas’s space 
should be by a transverse incision, and it should be made the first, so 
as to drain off as much as possible of the exudation. 

Most authorities advise a thorough removal of all exudation by 
washing out the peritoneum with a 0°9 per cent. salt solution, and 
sponging the intestines with the same solution; but while some go so 
far as to eventrate the intestines and wash them thoroughly, others, 
from fear of damaging the peritoneal coat of the intestines, abstain 
from washing out the peritoneum, or sponging the intestines, or even 
from thorough inspection. All are agreed as to the necessity of 
drainage, one tube being placed in the pouch of Douglas and one in 
each lumbar region. If we have opened on each side above Poupart’s 
ligament, the two openings should be connected by a drainage tube. 
If only a single median incision is made, a drainage tube should be 
passed into each lumbar region, a hole being made in the base of the 
mesentery through which the left tube is passed, and from time to 
time the peritoneum is washed out through these tubes. 

There can be no doubt that the result would be more favourable 
if we, at the same time, removed the centre from which infection of 
the peritoneum is taking place, as is done in appendicitis. In puer- 
peral cases this centre is usually the uterus or the broad ligament. 
To remove the uterus in the ordinary way (per vaginam) would open 
up the connective tissue extensively, and so easily lead to severe 
bacteriemia. This danger can, however, be avoided by doing a 
modified Porro’s operation. 

On account of the danger of infection spreading from paralysed 
intestines, many operators make it a rule to empty such intestines 
either by puncture or by incision. If the paralysis is only partial 
the openings are sewn up again, but if it is complete a small drain 
is laid in each opening, and the intestine brought out through the 
abdominal wound and surrounded with xeroform gauze. Three 
such openings should be made—one near the cecum, one near the 
duodenum, and one about half way between these two points. If 
you cannot replace the intestines completely you must wrap them up 
in gauze and fix them with a bandage on the abdomen. 

It is probably a good thing to introduce at the same time about 
50 cem. of a 2 per cent. solution of collargol into the peritoneum, 
more, however, in hope of aiding elimination of the poison than of 
checking the growth of the bacteria. 

A special procedure has been proposed with a view of preventing 
the occurrence of general peritonitis. It consists in separating as 
far as possible the uterus from its surroundings, administering large 
doses of iodine, and stimulating the action of the kidneys. 
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The uterus is first thoroughly washed out and plugged with 
10 per cent. iodoform gauze. Douglas’s space is then opened and 
the fluid, which always collects there in these cases, allowed to escape. 
The finger is now introduced through the incision, the adhesions are 
separated as far as possible and the pelvic cavity plugged with 
5 per cent. iodoform gauze in such a way that the gauze is everywhere 
in contact with the pelvic peritoneum. This is often followed by a 
rigor, and then by a fall of temperature. 

The urine should be tested every three hours for iodine, and 
large injections and subcutaneous transfusions of saline solution 
administered, in order to prevent iodine poisoning. 

The uterine plug is removed after three days, but that in the 
pelvic cavity is left in for a week, by which time, as a rule, the 
microbes have disappeared. 

The results that have been obtained by this method are most 
brilliant. Thus, of 43 cases of threatened or even commencing peri- 
tonitis in which the operation was carried out, only 2 per cent. died. 

In cases of operation for general peritonitis the patient should, if 
possible, be put under ether, having previously received a sub- 
cutaneous injection of scopolamin-morphia, or, in case of emergency, 
under scopolamin-morphia anesthesia combined with localized 
anesthesia with novocain. 

What are, then, the results that have been obtained up to the 
present by operating on cases of general peritonitis? 

The surgeons, working under more favourable conditions than the 
obstetricians, and operating very early, have obtained 71 per cent. 
of cures in fibro-purulent exudation and 44 per cent. in cases of 
ichorous suppuration—in all 60 per cent. of cures. We, however, 
cannot hope to obtain this result in puerperal cases, unless the opera- 
tion just described is really successful in isolating the uterus and 
thus cutting off the centre of infection. Chronic cases are more 
favourable, and those due to gonorrhea always give good results, 
though, perhaps, we get the results in spite of the operation. 

Cases where there are collections of pus in Douglas’s space are 
very favourable, as such collections are easily opened and drained. 

The removal of freshly suppurating tubes and ovaries in the puer- 
perium is most dangerous. They should be left, if possible, for six 
to twelve months, by which time the microbes will probably have 
died out. If this cannot be done, they should be opened and drained 
through Douglas’s space or removed by laparotomy in two sittings. 
If from the position of the sac this is not possible we should open 
them through the inguino-lateral incision already described. 

The removal of the uterus per vaginam, in order to get at and 
remove such pus sacs, is not to be recommended in any recent 
puerperal case. 

Suppurating ovarian cysts should be removed at once if possible, 
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otherwise they should be opened at one or two sittings, and later on 
entirely removed. 

III. The Removal or Ligature of Inflamed Veins. The removal 
of the seat of infection in cases of metastatic bacteriemia is of great 
importance. This is possible when the centre of infection is an 
inflamed or thrombosed vein, but impossible when it is in the 
lymphatics, or in the valves of the heart, or in the lungs. When 
possible the infected thrombus and vein should be removed, and the 
diseased area shut off. This is much easier to do in ear cases than 
in puerperal ones. 

Cases not due to venous thrombosis—e.g., those from infected 
heart valves—must be excluded, though mistakes will be made even 
after the veins have been exposed and carefully examined at the 
operation. It is, further, most difficult to determine the extent of 
the thrombosis in the veins. Should the thrombosis have extended 
to the renal vein, any operation is hopeless. Indeed, it is not always 
easy to say on which side the thrombosis is, or whether it involves 
both sides or not. The most difficult thing of all, however, is to 
determine which cases are suitable for operation. 

Acute cases are unsuitable, and only one successful case has so 
far been recorded. Chronic cases, where the thrombosis is probably 
circumscribed, and where dangerous metastasis has not already 
taken place, are more favourable. 

But such cases do not all die; indeed, from 30 to 40 per cent. 
recover without operation. So unless we can save one-half or more 
there is no positive indication for the operation. So far, however, 
this has not been the case, for up to the end of 1905, out of 19 cases 
operated on only 6 were saved, and even then we must ask whether 
some at least of these cases might not have got well without the 
operation. At present we have no clear and satisfactory indication 
for the operation. One of the chief difficulties is to settle the most 
favourable time for operation. It has been proposed to consider the 
fifth rigor as giving an indication for the operation, and this is so 
far right, as there is then every probability that the case is one of 
metastatic bacteriemia. This, however, leaves out of consideration 
the cases in which there are no rigors, which are said to amount to a 
third. von Herff does not operate till there have been more than five 
or six rigors. We must, however, be able to exclude the presence of 
any localized abscess and to demonstrate that the veins are really 
thrombosed. Moreover, the patient’s general condition must be 
relatively good, and the pulse strong. Especially must we be able to 
eliminate those forms of metastatic bacteriemia occurring without 
any inflammation of the veins, which have been already mentioned. 

The most dangerous forms of metastatic bacteriemia seem to be 
those that follow abortion, or manual removal of retained placenta, 
placental polypi, or hydatid mole, and also cases of placenta previa. 
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A thrombosed internal iliac vein can be felt through the vagina 
or rectum, and a thrombosed ovarian vein may be palpated, under 
favourable conditions, as a hard cord passing from the infundibuli- 
form ligament towards the sacro-iliac synchondrosis, while throm- 
bosed veins in the broad ligament can be felt like earth-worms. 

The beginning of inflammation in the common iliac or in the 
external iliac vein may be known from slight filling up of the fold of 
the groin, followed by painful swelling of the thigh. 

The Operation If we propose to remove the inflamed veins or 
thrombi, it must be done by the inguino-lateral incision, whereas if 
we only want to tie the thrombosed vessels it is better to open the 
abdomen. If the latter method is chosen it is then easy to palpate 
the thrombosed ovarian and internal iliac veins. An aneurysm 
needle is easily passed round the former, but to tie the latter the 
internal artery must first be exposed and drawn to one side. The 
peritoneum, that has been divided in order to get at these veins, is 
then sown up. Tying both hypogastric veins is followed by great 
cedema of the pelvic organs, and the vulva becomes greatly swollen. 
Should it be found, however, that these veins are healthy, and that 
the centre of infection is in the uterine veins, it will probably be well 
to remove the uterus in the manner presently to be described. 

We will now shortly consider the views put forward by Seitz in 
the paper already alluded to. He gives 38 cases, including one of 
his own. 

As to the frequency of the thrombo-phlebitic form, Lenhartz 
thinks that in half the fatal puerperal cases thrombo-phlebitis is 
found at the postmortem. 

Two very important points are:—(1) That its starting point is 
almost always the endometrium, and especially the placental site’ 
and (2) that it is usually uncomplicated by lymphangitis, while 
peritonitis is comparatively common. Thus von Winckel found 
peritonitis in 5 cases out of 12, and Lenhartz in 14 out of 32 cases, 
or 40 per cent. Hence, every case of peritonitis after operation is 
not necessarily due to the operation. 

The Position of the Thrombosis. There is great difference of 
opinion whether the internal iliac or the ovarian vein is more often 
affected, and whether the disease is more often confined to one side 
or involves both. We may diagnose thrombosis of the ovarian vein 
from feeling masses like earth-worms in the broad ligament. 

Prognosis of Puerperal Pyemia.—tThe mortality is, according to 
v. Winckel, 95 per cent. Bumm puts it at 83 per cent., while 
Lenhartz gives it as 65 per cent. Better results are given by Seegert, 
from Olshausen’s clinic, where, out of 70 cases that occurred after 
labour at full term, 39 per cent. died; while Opitz has collected 339 
cases, with a mortality of 55°2 per cent. Seitz concludes that taking 
all cases of pyeemia, the mortality is from 55 to 60 per cent., and 
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that the really bad cases give a mortality of 66 per cent. The results 
of the 38 cases of operation collected by him give a mortality of 62 
per cent., which is very little better than that obtained by the 
expectant treatment. If, however, we examine these cases individu- 
ally we find that of the 37 cases 10 already had thrombosis of the 
vena cava. In one of them it was evidently quite recent, and may have 
happened after the operation. These should, therefore, be deducted 
from the total number. In three cases it was found at the post- 
mortem that the ligature had not been applied sufficiently far up on 
the vessel to cut off the thrombus from the general circulation. One 
died from heart collapse after the operation, but she had suffered 
previously from advanced valvular disease. In one case the peri- 
tonitis was due to rupture of the vein wall and the escape of broken 
down thrombus into the peritoneum. A case of Haeckel’s died of 
septic pneumonia which came on before the operation; while in two 
of Lenhartz’s cases there was abscess of the lungs and serious 
degeneration of the heart. Thus, of the 23 fatal cases there are 19 
which would certainly have died without the operation. 

The indications for the operation are difficult to settle, and it 
should not be performed till after the fifth rigor. 

Of 12 acute cases, 3, or 25 per cent., were saved, an acute case 
being when the operation is performed within 14 days of the confine- 
ment—whereas of the 25 cases that were operated on at a later period, 
11, or 45 per cent., were saved. 

Only one patient died as the result of the operation itself, and 
she had serious valvular disease before the operation. 

The chief objection against the operation is that perhaps the 
patient would have recovered without it. As v. Herff says, “each 
rigor may be the last one.” This objection is hard to answer, but 
Lenhartz saved one out of his 8 cases, all of which he thought were 
certainly going to die. 

The good effect of the operation is undoubted in cases in which 
the rigors cease at once; out of the 32 cases, 5 had no more rigors 
after the operation, and 2 only very slight ones. 

We must also remember that we cannot quite cut off the diseased 
area from the circulation, even by tying the four veins. Again, in 
some cases the daily rigors ceased for from one to three days, but 
returned as soon as a collateral circulation was established. 

The presence of lymphatic septicemia is a contra-indication to 
the operation. 

It still remains to determine what cases should be operated on, 
and we must confess that up to the present we have discovered no 
certain indication for the operation or for the time when it should be 
performed. Once the diagnosis is made we should operate on every 
case which otherwise seems hopeless—z.e., where the rigors are 
frequent, the temperature high, the pulse poor, the lungs involved, 
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and, as has been recently shown, where there is an absence of 
eosinophile cells and a serious diminution in the amount of 
hemoglobin in the blood. If possible we should wait till the case 
has become chronic and there are indications that the disease has 
become localized. 

Septic pneumonia and lung abscess contra-indicate the operation, 
as does serious implication of the kidney or thrombosis of the vena 
cava. 

von Herff’s conclusions are as follows :— 

1. Ligature of the veins is not a dangerous operation in cases of 
puerperal pyemia. Of the 37 known cases only one could be thought 
to have died from the operation, and this one is not certain. 

2. All the cases operated on were, almost without exception, 
serious or most serious; and of the 37 cases, 38 per cent. were cured, 
whereas the percentage of recovery in severe cases not operated on is 
not more than 33 per cent. 

3. The prognosis is best in chronic cases, of which 45 per cent. 
were saved, while of the acute cases only 25 per cent. recovered. 

4. The best results were obtained by coeliotomy, with 45 per cent. 
successful cases, whereas the recoveries after the extraperitoneal 
operation were only 27°5 per cent. 

5. All four veins should be tied, as proposed by Bumm, except 
when obviously one side only is affected, and in these the internal 
iliac vein must always be tied, and also a middle iliac vein if it is 
present. 

6. Resection of the vein should be confined to those cases where 
an escape of pus from the vein is threatened. 

7. Further experience is required to enable usto form a judgement 
as to the vaginal removal of the thrombosed veins. 

8. The cases most suitable for operation are those of severe, 
thrombo-phlebitis, in the sub-acute stage, and without lymphangitis. 
If we wait too long we increase the probability of thrombosis of the 
vena cava and extensive metastases. 

9. Slight complications in the lungs are not a contra-indication, 
but if abscess of the lung, septic pneumonia, or serious degeneration 
of the heart be present, no operation is allowable. 

10. Abdominal section and ligature of the veins may be looked on 
as an established operation, and if carried out at the right time in 
suitable cases is calculated to diminish the mortality in cases of 
severe puerperal pyzemia. 


IV. The Removal of the Uterus. This is similar to the amputa- 
tion of a limb in order to remove a centre of infection contained in 
it, and theoretically we must recognize a point when the removal of 
the uterus, if it be the centre of infection, would save the patient. 
The removal of the infected uterus is open to the objection that if we 
do it per vaginam we probably infect the pelvic connective tissue, 
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with consequent bacteriemia, while if we do it by the abdomen we 
infect the peritoneum with consequent peritonitis. Still there are a 
number of cases where there is a positive indication to remove the 
uterus in the puerperium, such as rupture, or great injury, or per- 
foration, of the uterus. A sloughing myoma may be an indication of 
retention of the ovum or of portions of the placenta, or even a badly 
infected ovum, but this is rare. In these latter cases operation saves 
only a third at full term, and only a half after abortion. 

But the indications are not so clear in cases of inflammation of 
the uterus, and the conditions are quite altered if there are symptoms 
of peritonitis coming on, while if the peritonitis has become general 
there is no use in removing the uterus. 

Hence, it has been proposed in cases of streptococcic endometritis 
to remove the uterus at once—.e., from 23 to 100 hours after its onset. 

Various efforts have been made to find some symptom that will 
give the indication for this measure, such as:—(1) Finding patho- 
genic bacteria in the blood; (2) great increase in the polynuclear 
leucocytes, a diminution in the number of nuclei contained in the 
cells, with one or only a few nuclei, and a total absence of eosinophile 
cells; (3) a still more unfavourable condition of the blood is a 
diminution of the leucocytes below 4,000, especially if accompanied 
by a diminution in the number of the nuclei, and a total absence of 
eosinophile cells. None of these indications, however good, is 
absolute. 

The results that have hitherto been obtained by removal of the 
uterus in cases of bacterizemia occurring in the puerperal state are 
not encouraging. Three-quarters of the patients who were operated 
on for retention of portions of the ovum after labour at full term 
died, and one-half of those who were operated on for the same cause 
after abortion; while the mortality—when the indication was severe 
inflammation of the uterus—whether at full time or after abortion, 
was 76 per cent. As the general mortality of puerperal fever may 
be put down as from 15 to 20 per cent., and that of the worst cases 
at 50 per cent., the removal of the uterus, even if confined to the 
worst cases, which is far from being the case up to the present, in- 
creases this mortality instead of diminishing it. The cause of death 
after the operation is most commonly general peritonitis, which, if 
not already present before the operation, is due to an infection of the 
peritoneum by the lochia, or an extension of inflammation from 
the stumps, or bacteriemia from these as a centre. These 
dangers can certainly be lessened, and probably be entirely prevented, 
if proper precautions are taken, and if cases are excluded in which 
infective emboli are already present in the lungs, liver, spleen or 
kidneys, even though the patient’s general condition is not desperate. 
The danger of removal is also lessened by performing Porro’s opera- 
tion with thorough cauterization of the stump. 
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Some Problems in the Treatment of Puerperal 
Septic Diseases. 


By A. Kyyverr Gorpon, M.B. (Cantab.), 


Medical Superintendent of Monsall Hospital; Lecturer on Infectious 
Diseases in the University of Manchester. 


I propose here to mention some problems which the variety of wound 
infection that we know as puerperal fever seems to propound for our 
solution. The following paper is based on some remarks which I 
made in introducing a discussion on the subject at a recent meeting 
of the North of England Obstetrical Society. 

It will first be necessary to limit the field of view somewhat, and 
I can best do this by confining myself to curative treatment— 
omitting all questions connected with prophylaxis—and to that of 
. the severe cases only, such, in fact, as have come under my own care 
at Monsall Hospital, where notified cases of this disease are regularly 
treated. I ought, perhaps, to mention that the extent of this ex- 
perience is now some 250 consecutive cases, and that in each instance 
a bacteriological investigation of the uterine contents, and, when 
necessary, of the blood also, has been made in the hospital laboratory. 

In the majority of the cases repeated blood counts have been 
made, and in some a detailed histological examination of the blood 
also. Postmortem examinations have been obtained in about 80 per 
cent, of the fatal cases, and whenever possible the distribution of the 
infecting organisms has been studied by large paraffin sections 
through the whole uterine wall. 


In addition to the information obtained from personal observa- 


tion, Dr. J. Niven, Medical Officer of Health, and Dr. Merry Smith, 
Medical Officer of the Midwives’ Supervising Committee, have very 
courteously furnished me with histories of the confinements and of 
the events preceding the admission of the cases. I have also fre- 
quently had the advantage of personal conversation with the cer- 
tifying medical attendant. 

I will clear the ground still further by saying that I do not 
propose to discuss those cases in which there is an obvious local 
lesion calling equally clearly for surgical treatment on recognized 
lines, such, for instance, as cases of retention of fairly large portions 
of decomposing placental tissue, well-marked pelvic abscesses point- 
ing in accessible regions, or where general suppurative peritonitis 
has supervened. 

We are left then with the type of case in which the patient is 
desperately ill, where the extent of septic absorption is great, 
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whether of toxins only or of bacteria also, and where there are no 
very obvious local signs, except uterine subinvolution, with, it may 
be, some abdominal distension, and endometritis. In practice about 
one-half of these have streptococci in the circulating blood at a fairly 
early date, other organisms—such as B. coli—being only found in 
that situation as a terminal invasion. 

How are we to treat such cases clinically? There can be no doubt 
that the impression in the minds of most medical practitioners is 
that the one essential is an intra-uterine douche, and that this is 
generally supplemented by vaginal douching by the nurse. This 
teaching is undoubtedly to be found in the majority of textbooks on 
obstetrics, the general impression to be obtained from which is that 
active disinfection of the uterus should be avoided. It is necessary 
to take this opinion very seriously, for it is held by men whose 
utterances must always command respect, and it is taught at this 
time to the great bulk of students in Great Britain and Ireland. 
The pathological foundation for this teaching is, I think, to be 
found in the teaching of Metchnikoff that between the system and 
the parasite lies a wall of leucocytic infiltration, and that we must 
not do anything that may impair the integrity of this structure, or 
we shall produce dissemination of the infecting organisms. 

Another view is that we should treat the uterine wall as we 
should the surface of the lesion in any other variety of wound in- 
fection and disinfect it as best we can. Let me for the moment take 
the analogy of a case of septic absorption from sloughing of the 
tonsils in the course of scarlet fever. Here, I imagine, there would 
be no doubt that we should do something more than wash the surface 
of the fauces with an antiseptic solution. We might, or might not 
scrape the septic wound, but we should certainly rub in some strong 
disinfectant, nor should we be deterred from doing this by the belief 
that we were unable to reach all the organisms living in the depths 
of the part. 

Similarly, those who counsel active interference in puerperal 
sepsis might or might not curette, but they would certainly rub in 
a powerful germicide, and would not be content with an intra-uterine 
douche. To the “active” school, the presence of puerperal septic 
disease of the type to which I am now alluding is, ipso facto, evidence 
that the granulation wall is useless, or, as Sir William Sinclair has 
happily put it, has been breached or scaled. 

On this point, I may perhaps be permitted to refer to my own’ 
experience, as it will account for the view which I hold. When I 
first began to treat these cases, I was influenced by what I had been 
taught, and had read, and contented myself with general measures, 
including the administration of antistreptococcic serum, and with 
intra-uterine and vaginal douches. Seventy-nine cases were treated 
this way and 37 died, a mortality of - per cent. Could any results 
be more disappointing ? 
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Furthermore, on examining the series of sections from the uterine 
wall of the fatal cases, I failed entirely to find a granulation wall at 
all in any instance. Both the “ protective” leucocytes and the 
bacteria were scattered throughout the section from endometrium to 
peritoneum. 

Then I began to disinfect, using a large sharp curette, followed 
by the application of undiluted izal fluid with a succession of swabs, 
with the result that, with no appreciable difference in the type of 
case admitted, the mortality fell to 24 per cent., where it has re- 
mained for three years. I must confess myself now unable to believe 
in the harmfulness of active local treatment, or to teach it. The first 
problem, therefore, whether it is right to continue to teach the policy 
of non-interference with the uterus in cases of general septicemia 
such as I have described. 

Is it possible, however, that this teaching is founded on the 
results of curetting alone, or of curetting followed only by the 
douche? If so, there is every reason for dissatisfaction with the 
practice. As regards the use of the douche, the proportion of our 
cases in which both intra-uterine and vaginal douching had been 
followed before admission by steady deterioration in the condition of 
the patient is so high as to put the suggestion of mere coincidence 
quite out of court. I would make it clear that I regard intra- 
uterine douching as more deleterious than vaginal irrigation, and it 
is difficult to avoid the conclusion that the former practice is re- 
sponsible for a large number of avoidable deaths from puerperal 
sepsis. 

PiThe next point which I would raise is a difficulty presented by 
the treatment of the acute stage of pelvic cellulitis of puerperal 
origin. In quite a large number of the Monsall cases, especially 
where there has been a septic laceration of the cervix, a greater or 
less degree of inflammation of the pelvic connective tissue has been 
present on admission, and has, therefore, been one of the phenomena 
of the acute stage. In the large majority of these, there has not 
been at any time any evidence of suppuration, and in the usual 
course of events the swelling has subsided. The mischief, however, 
has been done. In some cases, pyemia has supervened, and one has 
then been unable to discover, and, therefore, to treat the primary 
focus. This may, of course, have been the uterus itself, but when 
there has been co-existent parametritis, it is difficult to put this 
complication out of court as also a causative factor. In other words, 
because an acute pelvic cellulitis subsides without operative treat- 
ment, does it follow that we have done right in leaving it alone, or 
ought we to incise and pack and drain the inflamed area by an 
incision in the posterior cul de sac? And if we did, should we be 
more likely to avoid pyemia? What will be the effect on the course 
of the attack? Here, I take it, we need not concern ourselves very 
much with the immediate effect of the operation, as a general 
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anesthetic is not necessary, and the procedure is not attended with 
any degree of shock. 

It is necessary to point out that I am referring to incision of the 
cellulitic area quite early in the attack and before there are any 
obvious signs of suppuration, also that the peritoneal cavity should 
not be opened. 

Perhaps the most difficult cases that we have to treat at Monsall 
are those where the patient suffers from pyrexia prolonged for several 
weeks without any gross lesion other than an initial cellulitis to 
account for it. In many of these there is doubtless metro-phlebitis, 
with or without thrombosis of the veins in the broad ligament, and I 
am certainly of opinion that if this condition could be diagnosed wth 
anything approaching certainty we should be able to save the patient 
many weeks of illness by ligaturing these efferent veins. But the 
attempt to do this would certainly mean a very large number of 
purely exploratory operations on patients whose powers of resistance 
are not very great. 

The next problem is whether hysterectomy in the acute stage has 
a legitimate place in the treatment of puerperal infection, and if so 
what are the indications for this radical measure. 

Of the practice of removing the uterus quite early, before the 
patient is seriously ill, I have had no experience, and I think I 
should, in any case, try active disinfection first. I have, however, 
performed the operation as a last resort in five cases, but never with 
success. 

Leaving out these two extremes, however, I cannot but think 
that there are some cases where the infection of the uterus is intense, 
and local disinfection is inadequate, but where the organisms do not 
penetrate so rapidly as to make any operation hopeless. In such a 
case, there would be an appreciable interval, during which the pro- 
cess of toxin production was confined to the walls of the uterus, being 
hindered from spreading further, in all probability, by thrombosis 
of the veins in and around the organ itself. Unfortunately, there is 
a great difficulty clinically in detecting the existence of this stage, 
for by the time one is quite certain that local disinfection has failed, 
the mischief has usually spread beyond the uterus. In one of my 
own cases, however, the condition of the uterus, as observed at the 
time of the curetting, gave some indication that hysterectomy would 
probably be required. The case is an interesting one for many 
reasons, and will be published in extenso later on, but I may refer to 
it briefly in this connection. 

The patient was seen for the first time on the third or fourth day 
of the pyrexia; when examined, the uterus was very soft, and it 
would have been possible to push the finger anywhere through its 
substance with the greatest ease. As there was also a large fetid 
mass of retained placental tissue, curetting and swabbing with izal 
were tried first. The next day there was no improvement, and I 
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removed the uterus by the supra-vaginal operation, leaving one 
ovary. There was some trouble from sloughing of the retained 
cervix, but the pyrexia from this subsided, and the patient is now 
convalescent. On examination, the excised uterus was found to be 
practically gangrenous, and it is difficult to think that any measure 
of local disinfection could have sufficed. 

Still, the worst cases are those where the uterus does not appear 
to be very much diseased. With the exception—though this is an 
important one—of extreme dilatation, and of a complete absence of 
any contraction after curetting and swabbing, there is no clinical 
evidence of local infection, but postmortem one finds such an organ 
packed with the infecting organism from peritoneum to endo- 
metrium. Probably in some cases one wastes valuable time in 
curetting, but it is difficult to accept the position that one should 
remove the uterus, say, when streptococci were found in its interior 
(but not in the circulating blood) and where no reaction to curetting 
was apparent, without operating in many cases quite unjustifiably, 
and without a fatal issue in others from the shock of the procedure 
itself in a patient whose powers of resistance were at a very low ebb. 

Suppuration in the wall of the uterus itself, whether localized or 
diffused, has been held to be a strong indication for hysterectomy, 
but the difficulty lies in making a diagnosis. I have found diffuse 
suppuration of the uterine wall in three cases postmortem, but have 
never detected it during life. With localized abscess my experience 
has been rather more fortunate: one was recognized only after death, 
but in three others recovery followed operation. In the first, the | 
symptoms were sudden, and suggested perforation of some hollow 
viscus. Laparotomy was at once performed, and I found general 
peritonitis, with effusion of turbid fluid. The cause of this was 
found to be a ruptured abscess about the size of a walnut in the 
uterine wall just at the left cornu. After scraping and disinfecting 
the cavity, I removed the tube on the left side, and folded the broad 
ligament over the site of the abscess, securing it in position with 
a double row of catgut sutures. The patient made an uninterrupted 
recovery, and has since borne a healthy child. 

In the next case, a provisional diagnosis of pelvic cellulitis with 
pyosalpinx was made, and the abdomen opened. It was then apparent 
that the whole of the posterior surface of the uterus was studded with 
small abscesses. There was extreme swelling of both broad liga- 
ments, and hysterectomy seemed impossible: the tubes were in- 
flamed, but not suppurating. I closed the abdominal wound, and 
then incised the posterior cul de sac through the vagina, stripping 
up the peritoneum from the back of the uterus as high up as possible, 
the cavity being then packed with gauze. Free discharge of pus 
followed, and the patient made a good recovery. 

In the last case, laparotomy was performed, and extensive pelvic 
peritonitis was found with a pyosalpinx on the right side, and many 
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intestinal adhesions to the uterus and adnexa. After separating 
these and dealing with the suppurating tube, two subperitoneal 
abscesses were found in the substance of the muscle just internal to 
the left cornu. Owing to the thickness of the inflamed broad liga- 
ments, hysterectomy seemed out of the question: the abdominal 
wound was closed, and the cavity, into which there had been free 
oozing, was drained. The posterior cul de sac was then opened, and 
the peritoneum stripped up as before, and a large packing of gauze 
inserted. - Rapid improvement followed, and the patient is now 
convalescent. 

With these cases in view, I cannot but think that, even if 
suppuration be present in the uterus itself, hysterectomy is not 
necessarily indicated. It would seem to be better to deal with the 
condition from the vagina by providing an outlet for the discharge 
outside the peritoneum. It is, to my mind, far more likely that 
hysterectomy is really indicated when the uterus does not display 
any very gross lesion, but, as I have said, the difficulty lies in the 
selection of the case. 

The next point to which I would refer is the utility of bactericidal 
sera in the streptococcal cases. Some five years ago I used to give 
at least 50cc., and more often 100cc., of polyvalent antistrepto- 
coccic serum to almost every patient suffering from severe strepto- 
coccal infection. It soon became evident, however, that these sera 
were almost useless except in one type of case, viz., where the 
toxemia was intense, while there was but a slight (evident) local 
lesion to account for it. The majority of these had streptococci in 
the circulating blood. 

I never saw any harm result, except an urticarial eruption, from 
the use of these sera, but there seemed to be no reason for their 
administration where the local lesion was extensive, and on the whole 
the sera did not come up to the expectation one had formed of them. 
Some three years ago, however, I became impressed with the value of 
massive subcutaneous injections of normal saline solution in puer- 
peral infection generally. This impression has deepened with added 
experience, and consequently almost every case now receives saline 
subcutaneously for the first few days, and in the most severe cases it 
is given intravenously also. For the last year, however, in the 
worst cases, whether the local lesion be extensive or not, I have been 
adding 50 cc. of polyvalent antistreptococcic serum to the intravenous 
saline, and there can be little doubt, I think, firstly, that the saline 
with the bactericidal serum acts better than the saline alone, and, 
secondly, that when given with saline, the serum seems to act on 
cases (with extensive local lesion) in which it is powerless alone. 
The explanation of this I take to be that the serum contains an immune 
body, but no complement, and that the saline injection by producing 
a leucocytosis, supplies the complement required. It is a pity that 
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the reputation of these sera has suffered so much from the un- 
scientific way in which small doses of 10 cc. have been administered, 
and the improvement or reverse which followed attributed to the 
serum alone, the isolated cases being then promptly published in 
widely-read medical journals. Moreover, the serum employed has 
often been either monovalent, or stale, or both. 

It is much to be wished, however, that the composition of these 
antistreptococcal sera could be investigated by an independent com- 
mittee, and the wheat separated from the chaff. The findings of the 
American Committee are now quite out of date. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in growps, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of thevr class). 


i. 


On a Case in which Ovariotomy was Performed 
During Labour. 


By Joun Bensamin Hetuier, M.D., 


Obstetric Physician to the Leeds Infirmary; Professor of Obstetrics 
in the University of Leeds. 


Mrs. E. G., aged 38, residing in Leeds, was admitted into the Leeds 
Infirmary on June 20th, being in labour. She was sent in by Mr. 
V. Hackworth, of Leeds, formerly Resident Obstetric Officer in this 
hospital, who had diagnosed an ovarian cyst obstructing labour, but 
had found that the cyst could not be pushed up out of the pelvis. 

She had had three previous normal labours and was now at full 
term in her fourth pregnancy. In the third month she had suffered, 
according to her own account, from “ falling of the womb.” This 
she attributed to a strain. The womb had been replaced under 
anesthesia and she had then worn a pessary for five weeks. Preg- 
nancy after this had run a normal course, except that she had 
required the catheter once or twice during the last three weeks. 

On June 19th labour began, and early on the 20th the liquor 
amnii began to escape spontaneously and pains occurred every hour. 
On admission at 1 p.m., she was observed to be a not unhealthy 
woman, florid and well-nourished. She was in an excited state, 
protesting loudly against being brought to the Infirmary. Pulse 
108. Tonic uterine spasm was not present, patient somewhat, but not 
seriously, exhausted. The foetal parts were very easily felt through 
the abdominal wall, the head being well above the brim in the right 
inguinal region and the breech above the umbilicus on the left, the 
face was anterior. On vaginal examination the os could not be 
reached by the finger nor any presenting part. A tense tumour 
occupied the pouch of Douglas, and effectively prevented the head 
from entering the pelvis. 

Operation. At about 2p.m. Aether was administered. I made 
a median incision about 10 inches in length through the linea alba, 
and having exposed the uterus drew it gently forwards and to the 
right out of the abdominal cavity, covering it with a warm towel. 
An ovarian cyst the size of a melon was then very easily drawn up 
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out of the pelvis and through the wound. There were no adhesions. 
It was attached to the left side of the uterus by a well defined 
pedicle, in which the venous sinuses were extremely large. I tied 
the pedicle in small sections with cat-gut, closing the peritoneum 
over the stump. The uterus was next replaced, the head being 
guided and pressed down into the pelvis. The abdominal wound 
was closed with two series of continuous cat-gut sutures passed 
through the deeper layers and twenty interrupted silkworm-gut 
sutures through the skin and superficial tissues. The abdominal 
wall was then firmly strapped and bandaged. Immediately 
after operation the head could be felt per vaginam engaging the 
inlet, the occiput being posterior. The labour proceeded naturally 
with very little effort on the mother’s part, the head rotated easily, 
and then forceps was applied to bring it through the vulva and save 
strain on the abdominal muscles. A living child was born at 5-30 p.m. 
The third stage was short and without complications. Next morning 
the wound was examined, but nothing had given way. No suppura- 
tion. The mother made a perfectly smooth recovery, suckled her 
- child, and was sent home on the 17th day, to Mr. Hackworth’s care. 
The cyst was composed chiefly of one loculus. It ruptured during 
extraction but was perfectly innocent in nature. The right ovary 
was normal. 

There can, I think, be no doubt that the above was the proper 
treatment under the circumstances. Had anyone been called to 
this case after labour had commenced in some place remote from 
the appliances for the major operation it would have been proper 
treatment to tap the cyst through the vaginal wall and to postpone 
ovariotomy till a subsequent date. At the same time it must be 
remembered that tapping cannot always be relied upon to reduce 
materially the bulk of an ovarian tumour. Tapping also tends to 
cause adhesions, and there might in such a case as this be danger of 
infection of the cyst contents or of the general peritoneal cavity. 

It is clearly better to remove the tumour entirely out of the way 
rather than to leave it, even though partly evacuated, to the danger 
of injury or infection during labour or the puerperal period. 

If the abdominal wall be firmly sutured in separate layers, and 
if straining during delivery be obviated by timely traction by 
forceps, there should be little or no danger of the wound giving way 
during childbirth. There was clearly no indication for Cesarean 
section in this case, and it would have been bad practice to open the 
uterus. I suppose it is possible for cases to occur where impaction 
or adhesion of the tumour, or its relations to the peritoneum, might 
present difficulties for the solution of which the preliminary removal 
of the uterine contents by hysterectomy might be the best expedient. 


This particular ovariotomy was one of the easiest I have ever 
undertaken. 
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Il. 


Two Cases of Abdominal Hysterectomy for 
Rupture of the Uterus. 


By W. E. Foruereiit, M.A., B.Se., M.D., Manchester. 


In each of the following cases the patient was admitted to the 
St. Mary’s Hospitals, Manchester, very soon after complete rupture 
of the uterus had occurred. The treatment selected was total 
abdominal hysterectomy, and the result in each case was favourable. 


Case 1. (From notes by Dr. W. F. Shaw.) Mrs. S.H. was 
admitted on August 28th, 1906, the uterus having been ruptured 
during the performance of version. On admission she was much 
collapsed, a large amount of blood having been lost during the 
transit of several miles in an ambulance. She was taken straight 
to the operating theatre, and a careful vaginal examination was 
made with the aid of an anesthetic. A tear was found extending 
through the cervix on the right side and upwards in the body of 
the uterus. The hemorrhage continued too severe to be checked by 
packing, and its source was so high up that satisfactory suture of 
the wound per vaginam appeared to be impossible. The abdomen 
was therefore opened and a large quantity of blood was found in the 
abdominal cavity. The tear was found to extend almost up to the 
Fallopian tube on the right side, and it involved the posterior layer 
of the broad ligament. The uterus was removed entire and the 
vaginal walls were united. The peritoneum was drawn across the 
wound and the tear in the broad ligament with fine sutures. No 
provision for drainage was made. The abdominal wound was sutured 
in three layers. 


Normal saline solution was injected under the breasts during the 
operation. The temperature subsequently rose to 101°, and the 
patient’s condition did not become quite satisfactory until twelve 
days later. She eventually made a good recovery. 


Case 11- (From notes by Dr. Hibbert.) Mrs. R.S., a Jewess, 
aged 30, was admitted on February 23rd, 1908, as a case of brow 
presentation in which forceps delivery had been attempted under 
anesthesia without success. 


The menstrual history was normal, and the patient had had two 
normal confinements. The third pregnancy was normal. 
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On admission, the patient was much exhausted, the temperature 
was 96°, the pulse-rate being 120. The vulva was greatly swelled 
and bruised, being in fact surrounded by a large hematoma. The 
vagina was badly bruised, as was the fully-dilated cervix. The 
child’s face presented in the right mento-posterior position, but was 
not engaged in the pelvic brim. The abdomen was distended by two 
distinct masses. One of these was the child, whose head occupied 
the lower portion of the abdomen in the middle line, while its body 
lay to the right, the breech occupying the right hypochondrium. 
The other swelling was the body of the uterus, which formed an 
elastic round mass occupying the epigastric region and the left and 
upper portion of the abdomen. A ridge of tissue could be felt 
extending like a pedicle between the body of the uterus and the 
lower portion of the abdomen. 

It appeared that the lower uterine segment had given way on 
the right side, the active retracted portion of the body of the uterus 
being almost torn from the lower passive portion. The child’s breech 
lay free in the abdominal cavity, its head and limbs occupying the 
lower uterine segment and the space between the anterior and 
posterior layers of the ruptured right broad ligament. The where- 
abouts of the placenta was not accurately determined, but it —_ 
occupied the retracted body of the uterus. 

As the feet were within easy reach, they were gently — 
down and delivery was completed without difficulty. The child was 
a male, weighing 93lbs., and was quite dead. It was quickly 
followed by the large placenta. After the birth of the child the 
corpus uteri at once assumed its normal position in the abdomen and 
remained firmly retracted. 

The patient was then quickly prepared and the abdomen was 
opened. It contained a large amount of blood-clot. The retracted 
portion of the uterus remained attached by peritoneum in front, 
behind and on the left side. On this side there was also a sound 
remnant of the lower uterine segment about three fingers in breadth. 
This was divided, together with the peritoneum, and the immense 
uterus was removed. It was then seen that the lower uterine 
segment, with the exception of the portion mentioned, was broken 
up by blood-clot, as was the right broad ligament and the greater 
portion of the vagina. The bruised and torn tissues were clipped 
away so far as was possible, bleeding points were secured, and the 
peritoneum was drawn over the injured structures. No provision 
was made for drainage. About six pints of normal saline solution 
were left in the abdomen. The peritoneum and fascia were united 
by interrupted sutures, the skin incision being closed by a single 
subcutaneous catgut suture. During the operation the pulse-rate 
rose to 160. On the day following the temperature was 99'4°, the 
pulse 136, and there was some distension, which was relieved by a 
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turpentine enema. Subsequently the patient’s condition gradually 
improved, and she made a good recovery. On March 15th healing 
was complete. There was no pelvic induration. The vaginal roof 
was crossed by a soft, irregular, transverse scar. 


REMARKS. 


In Case i. it was not absolutely certain that the rupture involved 
the peritoneum, and the indication for opening the abdomen was 
the continued severe hemorrhage. This was a somewhat unusual 
feature of the case, as it is more usual for the bleeding to cease much 
sooner. 

In Case ii. it may perhaps be said that the child should not have 
been delivered by version, but should have been removed through 
the abdominal incision. The woman, however, appeared likely 
to die undelivered, and the course adopted thus presented certain 
advantages. It also allowed us to know exactly what we were doing 
at each stage, and it permitted of more careful preparation of the 
patient than would otherwise have been possible. 

In each case the injured structures were covered completely with 
healthy peritoneum; thus, no raw or bleeding surface being left 
within the abdominal cavity, drainage appeared to be superfluous. 
The bruised and torn surfaces were in each case free to drain by 
the vagina. 

The fact that the two patients recovered favours the opinion that 
when a case of rupture of the uterus is sufficiently serious to demand 
the opening of the abdomen, it is safer to remove the uterus than to 
attempt to save it. This view is, or was until recently, unorthodox; 
but if operators were to publish the results of their recent cases it 
would probably be proved to be correct. It is indeed reasonable 
to suppose that the presence of a badly injured puerperal uterus with 
its impaired blood supply may be a serious menace to the life of a 
patient already suffering from hemorrhage and shock. 
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IIL. 


A Case of Very Severe Menorrhagia Associated with 
Chronic Nephritis. 


By J. C. Hotprrcu Leicester, M.D., B.S., B.Se., M.R.C.P. (Lond.), 


F.R.C.S. (Eng.), Indian Medical Service; First Surgeon, 
Presidency General Hospital, Calcutta. 


Mrs. W., Eurasian, aged 49, was admitted to this hospital on May 
5th, 1908. She gave the following history: About five months ago 
she was attacked with severe pain in the lumbar region. She 
consulted a doctor who told her that she was suffering from “ Bright’s 
_ disease,” but this pain had persisted in spite of all treatment. 
About 2} months ago it began to extend down the whole of the left 
leg and was aggravated by any movement of the limb. There had 
also been slight cedema of the legs and feet since the commencement 
of her illness. 

She was treated in an hospital for three months, about thirty 
years ago, for “ cancrum oris”’; with this exception her health had 
been excellent. 

She had had seven children (the last fifteen years ago), and two 
abortions, each after between three and four months’ pregnancy, the 
last occurring four years ago. 

Menstruation began between the age of twelve and thirteen years; - 
it had always been regular, occurring every thirty-two days, lasting 
about eight days, unaccompanied by any pain and not more than 
the normal amount, except that in November, 1907, the period was 
very excessive, lasting 12-13 days, and throughout the whole of this 
period she passed a large number of big blood clots. Her last period 
ceased on 23rd April, 1908. 

On admission. Her tongue was clean, but rather dry. With the 
exception that the edge of the liver could be felt coming just below 
the costal margin (the upper limit of the liver dulness being at the 
normal level), there were no abnormal physical signs that could be 
detected. The urine was acid, specific gravity 1016, and contained 
a thick cloud of albumen. 

The pain complained of in the lower limb was chiefly along the 
course of the sciatic nerve. This pain rapidly cleared up under 
treatment with sodium salicylate and massage, and by the 18th May 
had entirely disappeared. Her general condition had also improved. 
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Menstruation began on the morning of the Ist May, the flow at 
first being quite normal in amount, but on the evening of this day 
she passed two large blood clots and the discharge became very 
profuse indeed. Ergot and calcium chloride were ordered, but they 
did not appear to exercise any appreciable effect, and on the morning 
of the 22nd as the discharge still continued very excessive, chloro- 
form was administered, the cervix was rapidly dilated, and the 
uterus curetted, flushed out and afterwards an iodoform gauze plug 
was inserted. 

Very little tissue was removed by the curette. 


In spite of the gauze plug she continued to lose a good deal of 
blood though much less than before, so that about four hours after 
the operation an injection of ernutin (m 10) was given which checked 
the bleeding to a large extent. 

On the morning of the 23rd, the plug was taken out, after a large 
blood clot, which was filling up the whole vagina, had been removed. 


After the removal of the plug the bleeding recommenced, though 
to a less extent than before, and was again checked by another 
injection of ernutin (m 10). 


After this date there was no more hemorrhage but only a slight 
blood-stained discharge which persisted up to the time of death. 

The loss of blood had been sufficient to render the patient very 
anemic. 

During the night of May 24th she became semi-unconscious, and 
took her food very badly, the breathing was inclined to be stertorous, 
and the pupils were contracted. She passed a large quantity of urine 
containing, however, less albumen than on admission. 

Her condition steadily grew worse, a very marked swelling of 
both sides of the face in the region of the parotid glands developed, 
she began to pass everything under her and the temperature steadily 
rose till it stood at 104°F. at the time of death, which occurred early 
in the morning of 28th May. The vaginal discharge, which was very 
slight in quantity, remained quite sweet to the end. 


I thought this case worth recording as such very severe menor- 
rhagia is by no means common in chronic nephritis. The patient 
herself was somewhat deficient mentally, and from what history she 
gave, I was by no means sure that I had not to deal with an early 
threatened abortion until I had dilated and curetted the uterus, and 
it was only after this time that I was able to obtain the full history 
as noted above, from her relations, who arrived in Calcutta after the 
operation. 

The curetting certainly checked the hemorrhage to a great 
extent, in spite of the fact that so little tissue was removed, and the 
beneficial effect of ernutin was most marked. 
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I very much regret that I was unable to obtain a post mortem 
examination as not only was the exact cause of death by no means 
clear, but it would have been also of great interest to have seen the 
condition of the uterus. 

The rise of temperature and the parotitis would suggest some 
septic trouble, but as remarked above the vaginal discharge remained 
quite sweet and there were absolutely no signs or symptoms pointing 
to any peritonitis or other possible septic process. 

The hemorrhage was more excessive than I have ever seen in any 
case of menorrhagia, and was only comparable to a severe case of 
threatened abortion. 
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IV. 


A Case of early Ectopic Gestation simulating 
Pelvic Suppuration. 


By J. C. Hotprrcn Lercester, M.D., B.S., B.Se., M.R.C.P. (Lond.), 


F.R.C.S. (Eng.), Indian Medical Service; First Surgeon, 
Presidency General Hospital, Calcutta. 


In the second volume of the Journal of Obstetrics and Gynecology 
for 1907, I published two cases of early ectopic gestation which 
presented some unusual features, and having recently had under my 
care at this Hospital a third case which very closely resembled in 
many ways the first of these cases, I thought it would be interesting 
to publish it also. 

Mrs. C., Eurasian, aged 28, was admitted on February 11th, 
1907, complaining of pain in the lower part of the abdomen and a 
vaginal discharge for the past three months. She stated that she 
had been wearing a pessary for the last six months. 

On admission nothing abnormal could be detected on abdominal 
palpation. On making a vaginal examination an old and clumsy 
pessary was found and removed; there were two small indurated 
ulcers on the vaginal wall which had evidently been caused 
by pressure of an ill fitting pessary. There was a muco-purulent 
discharge from the cervix, the uterus was retro-flexed, very tender 
but not appreciably enlarged, and there was tenderness and resist- 
ance in the right fornix, but owing to the condition of the vagina 
there was so much tenderness that a thoroughly satisfactory exam- 
ination was impossible. 

On February 18th the ulceration was found to be completely 
healed, the uterus was not nearly so tender, but there was still 
tenderness and resistance in the right fornix, though nothing definite 
could be detected. 

The patient insisted on leaving Hospital on February 20th, 1907. 

On April 6th, 1908, she was re-admitted and gave the following 
history. Her menstrual period in March, 1906, which was due on 
the 5th or 6th was delayed until the 22nd. On March 21st she was 
suddenly attacked with severe pain in the abdomen in the middle 
line just above the pubes; this pain lasted for about one hour and 
then disappeared. On the following day (March 22nd) there was a 
very free blood discharge from the vagina with the passage of blood 
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clots, and later on she passed a “large red lump” which from her 
description was of the size and appearance of a six weeks’ ovum. 

After this there was a slight blood discharge which ceased on 
March 27th but began again on the following day (28th) and had not 
stopped since. 

Menstruation began between the ages of 14 and 15 years, was 
regular every 28 days, lasting 5 days. She has been married 4 years, 
but had never been pregnant. 

On admission, beyond slight tenderness in both iliac fosse, 
nothing abnormal could be detected on abdominal examination. 
On making a vaginal examination the uterus was found to be lying 
markedly retroverted and slightly enlarged; there was a dirty brown 
discharge from the cervix; in the right fornix, situated rather 
posteriorly, there was a hard tender mass about the size of a walnut. 

On April 7th chloroform was administered, the sound passed one 
inch over normal] distance backwards. On the right side of the 
uterus a mass was detected which had the feel of an enlarged tube 
and ovary. Nothing abnormal could be detected on the left side. 

The cervix was dilated, the uterus curetted and flushed out and 
an iodoform gauze drain inserted. 

Very little tissue was removed by the curette. 

On the 9th April the patient complained of some pain just above 
the pubes, but beyond slight tenderness nothing abnormal could be 
detected; the temperature, which had not been above 99°8° before, 
rose to 101° in the evening. 

She continued to have fever of a remittent type rising as high 
as 102°4° on one cecasion (April 18th) but as a rule the daily range 
was from normal to 101°. The pain continued and became more 
severe, and was gradually located to the lower part of the abdomen 
rather to the left side, but beyond slight distension with increased 
resistance nothing abnormal could be felt. 

As the pain and fever persisted, a vaginal examination was made 
on April 20th, and a large cystic swelling was felt coming low down 
into the vagina to the left of and behind the uterus, pushing the 
rectum backwards. 

On the morning of April 21st, chloroform was administered and 
an incision was made into the most prominent part of the swelling 
in Douglas’s pouch and the opening enlarged with sinus forceps. A 
large quantity of old blood and blood clot was evacuated with the 
finger, the cavity was gently douched out and a large rubber drainage 
tube inserted. 

The fever still persisted after the operation varying from 99° to 
103°, and the discharge from the tube became offensive in spite of 
daily irrigation with lysoform lotion through the rubber tube. 

On April 30th the tube was removed, the cavity again thoroughly 
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flushed out with a large quantity of lysoform lotion and a fresh tube 
inserted. On May Ist although the fever still persisted the discharge 
was much less offensive. On May 6th the temperature did not 
rise above 101° and after this date it slowly fell and finally remained 
normal on May 16th and after this date never again rose. 

The discharge became less and less, although it was still some- 
what offensive, and on May 11th the tube was removed and left out, 
the cavity being thoroughly irrigated. The discharge ceased entirely 
on the 18th May, and convalescence was rapid and satisfactory. On 
May 30th a vaginal examination showed the uterus to be lying retro- 
verted, pulled a little towards the left side and fixed. The wound 
had quite healed and there was hardly any appreciable thickening 
to be felt on the left side. The hard mass could still be detected in 
the right fornix and was of the same shape and character as on 
admission. 

I have seen the patient three times since her discharge from 
hospital the last time being on July 13th. She was in very good 
health and had no pain or discomfort of any kind. The condition of 
the parts as revealed on vaginal examination was practically the 
same as when she was discharged from Hospital. 

In the above case, as in the former one I recorded (see above), the 
first question which arises is as to whether the patient had had a true 
abortion or not, and this must remain undecided, though from her 
description of what she passed, it seems to me to be almost certain 
that it was a case of true incomplete abortion, although no signs of 
pregnancy could be detected in the scrapings submitted to microscopic 
examination. 

The mass felt in the right fornix I diagnosed as a chronically 
inflamed tube and ovary (as there was definite tenderness and re- 
sistance on the right side at the time of her first admission to 
hospital 15 months previously) I thought it probable that there had 
been some old pelvic peritonitis lit up by the curetting, and that the 
cystic swelling was a localized collection of pus in the pelvis. The 
pain, tenderness, and above all the fever, pointed in this direction, 
and I was very surprised to find on opening the swelling that it 
contained only blood and blood clot. It seems to me that there is 
but little doubt that the patient had an early ectopic pregnancy 
which had ruptured on the left side, as otherwise it is difficult to see 
what the origin of this large localized collection of blood could be. 

Another difficulty that presents itself is as to the cause of the 
fever. There is little doubt that there was an infection of the 
cavity shortly after it had been opened, as evidenced by the very 
offensive smell of the discharge, but this would not account for the 
fever following on the first curetting nor immediately after the 
opening of the swelling. There was at no time the slightest evidence 
pointing to any infection of the uterus. 
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I regret that I did not have a blood count done previous to the 
operation, but I thought that there was so little doubt as to the 
diagnosis that I omitted to do so. 

One was however done on April 30th (9 days after the opening of 
the swelling) which showed some leucocytosis (15,000 per c.mm.), but 
this was probably due to the infection of the blood clot. 

The case certainly appears to me to be a most interesting one, and 
presents many points difficult of elucidation. 


E 
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V. 


Three Cases of Exomphalos occurring in the Govern- 
ment Maternity Hospital, Madras, within a 
period of one year, and all presenting and de- 
livered in the same way. 


By Masor G. G. Girrarp, I.M.S., M.R.C.P., M.R.C.S., 
Superintendent, Government Maternity Hospital, Madras. 


Tus deformity is apparently so rare that it has seemed worth while 
to record these three cases. The photograph of one feetus only is repro- 
duced, as there was a close resemblance between the three children. 
They all presented, by the liver and abdominal contents, and in all 
three cases the body was so doubled up backwards that considerable 
difficulty was found in grasping the foot or knee in the performance of 
podalic version. The operator, already somewhat disconcerted by 
finding his hand working amongst intestines inside the uterus was 
not, until in the third case, at once able to locate a foot, since it is 
unusual to find the feet at the back of the neck. There was no real 
difficulty in delivery or any serious hemorrhage in any of the three 
cases. 


I. 


A Hindu woman, aged 19, secundipara, was admitted to hospital 
on February 26th, 1907, at 8a.m. The uterus corresponded in size 
to an eight months’ gestation. She was said to have been in labour 
since 9 p.m. on the previous day, and had been under the care of a 
barber midwife outside the hospital, who had been massaging the 
abdomen with castor oil to expedite delivery. There had been some 
slight bleeding before admission. A few hours after the beginning 
of the labour pains, she had noticed that some mass protruded from 
the vagina. On admission the temperature was normal, the pulse 
102. A large soft purple mass was found gripped between the lips 
of the vulva and above it, and just below the symphysis pubis was one 
arm; by abdominal palpation the foetal head was localized above the 
right iliac fossa; no foetal heart sounds were heard. The presenting 
mass looked like placenta but felt firmer. 

The previous labour was natural at home and the child is living. 

There was some difficulty in ascertaining exactly the nature of 
the-purple mass at the outlet. The os was three-quarters dilated, 
and on pushing up the hand the mass was found to be part of the 
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foetus and not part of the cervix or placenta as at first supposed. I 
was able to deliver the child without difficulty by seizing a leg. At 
first I thought it was a case of hemorrhagic spina bifida, but it 
turned out to be a case of exomphalos with the liver presenting. 
The cord was very short. The placenta was removed by hand and 
the uterine cavity flushed out with hot lysol solution. The hemor- 
, Thage was trifling and the mother stood the manipulations well. 


II. 


A Pariah woman, aged 22, tertipara, was admitted on the 24th 
April, 1907, at 7a.m. She was about 7} months pregnant and gave 
a history of bleeding for the past three days. On admission the 
temperature was 99°, the pulse rate was 98 and good. The fetal 
heart was heard on the left side, 138 per minute, and the foetus, by 
abdominal palpation, appeared to lie transversely. There was a 
slight red vaginal discharge. 

P.V. Examination. Cervix dilated over one-third and soft ; mem- 
branes entire; presenting part cannot be felt, as it is above the brim; 
placenta is within reach on left side; some clots present in the vagina. 
As some slight bleeding continued the vagina was plugged with 
three tampons. 

At 8-30a.m. the patient complained of pain; the fetal heart 
sounds were rather doubtful. 

9-30a.m. Foetal heart audible, 138 per minute. 

11-45a.m. Fetal heart 136 per minute; good. 

2p.m. Patient complained of great pain; fetal heart rather 
doubtful. 

3p.m. Pains very strong; 8 ozs. of urine drawn off. 

At 4-10 p.m. strong pains commenced, and two of the plugs were 
expelled from the vagina. There was some blood-stained discharge. 
Chloroform was administered and the remaining plug removed. The 
bag of membranes was bulging almost to the vulva. The cervix was 
found to be fully dilated and a large indefinite soft mass could be 
felt presenting. No portion of the foetus could be recognized through 
the cervix; the membranes were ruptured digitally and immediately 
a dark purple mass was forced down and was recognized as liver 
(probable extroversion of viscera). As no other recognizable portion of 
foetus could be felt the whole hand was introduced within the uterus 
and the lower part of the uterine cavity found to be occupied by un- 
recognizable masses of viscera. The head was at the fundus and to 
the right. A knee was grasped with great difficulty at the fundus anda 
foot brought through the vulva. The whole foetus seemed much dis- 
torted and hence it was with much difficulty that the second leg was 
found and brought down. The uterus contracted well and there was 
very little bleeding; a meningocele in the lumbar region of the foetus 
caused some distension of the perineum. The placenta was expelled 
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with the trunk and the head came last closely enveloped in fetal 
membranes. The foetus was dead. The placenta was partly con- 
tinuous with the foetal abdominal wall and the extroverted mass; the 
funis was very short. The fetus lay in the uterus transversely with 
the head extended and the spine and legs flexed backwards, the 
extroverted mass of viscera presenting. 


III. 


A Eurasian woman, aged 29, septipara, was admitted on the 
20th June, 1908, with a history of having been in labour for 5} hours 
before admission. She had had 5 natural deliveries and 1 abortion. 
The membranes had ruptured half an hour before admission. The 
general condition of the patient was fair; edema of the feet and the 
legs was present; the pulse was 96 and the temperature and urine 
normal. The size of the uterus corresponded to a full time gestation. 
The foetal heart sounds were heard immediately below the umbilicus 
in the median line and the head, found by palpation to be at the 
fundus uteri, inclined to the right side. 

P.V. Cervix three-fifths dilated, membranes absent, something 
like intestines felt—probably exomphalos. 

6-30 p.m. Enema given with good result. 

7-30 p.m. Foetal heart 126 per minute; pulse 98 per minute. 

7-45 p.m. Under chloroform: A transverse presentation with a 
soft mass and intestines presenting was recognized. The hand was 
introduced, and after considerable difficulty the left foot was brought 
i down. The right leg was extended and could only be brought down 
with a hook. The foetus was in a condition of complete exomphalos. 
The chest was perforated and an arm brought down with a hook. The 


head was normal in size; the umbilical cord, which was only 4 inches 
long, broke off short as the head was born. The child was doubled 
up backwards with the open belly presenting, and was still born. 


P 
3 
3 

d 

ay 

= 
i 
i] 
| 
| 


Scopolamine Morphia Narcosis 


REVIEW OF CURRENT LITERATURE, 


Scopolamine Morphia Narcosis and its Employment in Gynzxco- 
logical and Obstetric Private Practice. 


Fonyo (Budapesti Orvosi Ujsag, 1907, No. 45-47; Fortschritte der Medizin, 1898, 
No. 18), after discussing narcosis and narcotics generally, passes to the consideration 
of scopolamine, the literature upon which leads him to accept Riedel’s optically 
inactive scopolaminum hydrobromicum as the preparation freest from accidental 
effects. It is commercially known as euscopol, and he employed it with hydrochlorate 
of morphia in the proportion of 0°0012 :0°03 (in 1c.cm.) in doses of about 1*5c.cm., 
and he found that it was not dangerous so employed, for a sick or for a parturient 
woman, or for the child to be born, but rather that its action was uniform 
and effective in every case, and the patients might, after the injection, be left 
unwatched without risk and without control of their pulse-rate. He gives details of 
27 cases—15 gynecological and 12 obstetric. He finds that to procure a satisfactory 
narcosis for minor surgery the first injection of 0°006 of scopolamine and 0°015 of 
morphia should be given two hours before the operation, and a similar one an hour 
later. The patient becomes drowsy in 10 or at the latest in 30 minutes after the 
first injection, and an hour later is slightly flushed in the face and asleep. Without 
exception the cases so treated suffered no harm. For major operations scopolamine 
morphia was brilliantly successful with a small amount of ether or chloroform. 

In the obstetric cases, a quarter of an hour after the injection the patients were 
overcome by drowsiness and a feeling of fatigue, especially pronounced when there 
had been very severe labour pains. The patients slept between the pains, but could 
easily be awakened, not then remembering what had previously happened. One or 
more further injections were sometimes necessary, and the insensibility increased 
after each injection, but never persisted through the acme of the pains. The 
frequency of the pains was diminished by each injection, but their intensity was not 
affected. 

The final conclusions drawn by Fonyo are : 

(1) Riedel’s scopolaminum hydrobromicum with morphia in the proportion of 
0°0012 :0°03 grammes (and in these doses), is perfectly free from danger for a sick 
or parturient woman or for the child to be born, and in every case its action is 
uniform and safe. One may leave the patients alone after the injection without 
danger. 

(2) Under the action of scopolamine the patient is in a peculiar stupor, the so-called 
scopolamin-amnesia in which she indeed can perceive but cannot appreciate or 
remember what takes place. 

(3) Scopolamin-amnesia is well adapted for the performance of minor gynecological 
operations; but time is required to bring on the necessary stupor, and this will be 
an obstacle to the use of the method in minor gynecology. 

(4) The use of scopolamine in labour is only justifiable in the first stage, for it 
delays the labour for from half an hour to an hour and this, in the second stage, is a 
disadvantage, especially in cases of contracted pelvis. The frequency of the pains is 
diminished by scopolamine, their intensity increased. The injections do not affect the 
third stage. 

(5) The scopolamin-morphia injections are free from danger to the child, though 
a certain drowsiness may be induced for the first two days after birth. 
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Congenital Malformations of the Female Urogenital Organs. 


Perere, Pisa (Archiv. di Ostet. e Ginecol., June 1908), describes two interesting 
malformations out of a large number observed on the postmortem table. The first 
was found in a woman aged 90. The left kidney was absent, as were also the left 
ovary and tube with their vessels. There was a uterus bicornis unicollis; the external 
genitals were normal, as were the suprarenals also. The right kidney was hyper- 
trophied, weighing 280 grams.; the renal artery took origin from the front of the 
aorta in the middle line, immediately below the superior mesenteric artery, and passed 
obliquely downwards behind the vena cava, crossing in front of the veins and ureter ; 
38cm. above the bifurcation of the aorta, at the level of the inferior mesenteric artery, 
a small vessel passed obliquely upwards behind the vena cava to the back of the 
hilum, entering the kidney behind the ureter, after sending down a branch as the 
utero-ovarian artery of the right side. 


On the left side the peritoneum passed directly off the horn of the uterus to the 
pelvic wall, so that there was no broad ligament on that side. There was no trace of 
a left kidney or of its vessels. 


The second abnormality was found in a woman of 42. In her the left kidney was 
absent, there was a uterus bicornis duplex biforis cum vagina subsepta. The supra- 
renals were normal, as were also the tubes, broad ligaments and external genitals, but 
the ovaries were atrophied. 


The right kidney was fixed in the pelvic cavity, opposite the right sacro-iliac joint, 
resting with its lower end on the common iliac vessels. It was larger than two 
normal kidneys, weighing 320 grams. It was much deformed and lobulated, but 
viewed from behind had the appearance of a single kidney; anteriorly it was divided 
into three lobes, one above the other, the uppermost being smaller than the others. 
Each lobe had its own hilum, pelvis and proper vessels; the normal relation of these 
was inverted, the pelvis in front and the artery behind the vein. The pelvis of the 
upper lobe communicated by a short ureter with the pelvis of the second lobe, where 
the two formed the right and anterior ureter; the ureter of the lowest lobe passed 
behind to the left; from their normal length and short course both ureters ran 
tortuously to the bladder. There were three arteries arising 1 and 2cm. above the 
division of the aorta, the upper two, from its right side, passing behind the vena cava, 
the third, from the front of the aorta, passing in front of the vena cava. There were 
4 veins entering the vena cava by two trunks. There was no tra e of a left renal 
artery. The two ovarian arteries sprang from the common iliacs The canal of the 
cervix was divided by a septum which became thinner as it approached the os 
externum. 

Neither of these women had ever been pregnant. These anatomical conditions in 
the two cases, though superficially similar, are essentially different. In the first case 
the right kidney, was developmentally a single organ, showing the absence of a left 
Wolffian body, but the genital abnormality is difficult to explain, namely a failure in 
the upper part of the organ of Miiller, while the lower part grew normally. Sangalli, 
from observations on men, concluded that true absence of a kidney is associated with 
deficiency of the genital organs on the same side. This does not hold good in women, 
though in them the genitals are often found abnormal. The blood supply and other 
anatomical characters show that the kidney in the second case was made up of three 
elements. The author states that his cases cannot be suitably disposed in any of the 
usually accepted classification ; but the first case might be placed provisionally partly 
in v, Winckel’s Ist, 3rd and 4th groups or the Ist of Nagel, while the second case 
might be referred to v. Winckel’s 3rd and 4th groups or to Nagel’s 2nd division. 


E.H.L.O. 
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The Result of Implantation of the Ureter in the Skin. 


SeraFIni, Turin (Archiv. Ital. di Ginecol., April, 1908), read a paper on two cases 
in which a ureter was wounded during operation : in each case the ureter was brought 
out of the abdomen and secured to the skin according to the technique of Simon and 
Pozzi. In both cases the distress caused by the dribbling was so great as to necessi- 
tate nephrectomy. The ureters were found so adherent and friable that implantation 
into the lower cut end of the ureter, according to the technique of Monari, Bernasconi 
and Colombino, would have been impossible. Secondary nephrectomy is advisable, as 
it gives time to make sure that the other kidney is efficient. E.H.L.O. 


Cysts of the Suprarenals. 


Doran (Brit. Med. Jour., 1908, June 27) describes 13 instances of this unusual 
form of tumour all large enough to be of clinical and surgical interest, one being a 
personal observation successfully operated upon. These cystic tumours are generally 
blood-cysts sometimes due to trauma. The patient’s attention is often drawn to them 
by colicky pains. Fluctuation can seldom be detected; the ascending or descending 
colon usually lies in front of the cyst. Bronzing of the patient’s skin was only noted 
in one case, and then disappeared soon after the operation. Doran recommends a 
trans-peritoneal operation through the outer border of the rectus. The enucleation of 
the cyst should be attempted, but is sometimes difficult and even dangerous because 
of the proximity of the vena cava and aorta. 


Adenomata of the Suprarenals. 

Krecke (Miinchener med. Wochnschr., 1908, No. 36, S. 1905), at the Munich 
Medical Society, showed four cases of adenoma of the suprarenals all operated 
upon successfully. One case was still well two years after the operation, though 
the tumour was found to have invaded the vena cava. 


The Cure of Vesico-vaginal Fistulz. 


SraMENI (Annali di Ostetricia, June 1908) draws attention to the surgical and 
medical treatment of vesico-vaginal fistule, which he finds are becoming rarer every 
year because of better obstetrical assistance in difficult labours and improved 
gynecological technique in operations. 

The conclusions which he considers established are: (1) That it is indispensable 
for the success of surgical operations for the cure of vesico-vaginal fistula, that pre- 
liminary treatment should be employed with the aim (a) of eliminating any patho- 
logical state of the bladder, vagina, or vulva; (b) of restoring the urine to its normal 
character; (c) of softening the vesico-vaginal tissues, and (d) of rendering the sinus 
of the fistula easily accessible. (2) The best method to employ in all cases of fistule, 
capable of direct closure, is ample dissociation of the bladder from the vagina, and 
this can be accomplished with great ease if a longitudinal incision is made on the 
anterior wall of the vagina. The extent of the dissociation will necessarily vary 
according to the size of the fistula and the relaxation of the tissues, but it should 
always extend to the point where the free and lax walls of the two organs form wide 
folds which can spontaneously close the opening of the fistula. (3) Any material 
may be used for suture, but catgut is the best. 

A gauze tampon in the vagina is dangerous on account of its possible effect on 
vaginal irrigation. 

Intermittent catheterisation is better than leaving a sound permanently in the 
vagina, 

The patient should maintain a lateral position, lying alternately on either side. 

J.H.F. 
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The Explanation of Dysmenorrheea by Traction onthe Peritoneum . 

Setiuem, Tibingen (Monats. f. Geb. u. Gyn., Bd. xxvii, Heft 6), holds that the 
pain set up by menstrual contractions may be explained by traction on the 
peritoneum. The mechanism of this traction is apparent when direct or indirect 
adhesions exist between the uterine and parietal serosa, but the mediation of the 
normal connections of the uterus with the peritoneum is also possible since the ends 
of all the ligaments are anchored to the parietal peritoneum. One frequently finds 
that in dysmenorrhea the sacro-uterine ligaments are abnormally stretched and 
tender, and sometimes, though not so often, the infundibulo-pelvic ligaments are 
thickened. It is evident that in such cases the pains during the period are due to 
traction on the peritoneum, for they are relieved by free digital stretching. Moreover 
the cure of dysmenorrhea after pregnancy may be attributed to the stretching of 
the ligaments. Sellheim therefore directs his treatment of dysmenorrhcea on these 
principles by placing an electro-magnet upon the surface of the abdomen by which 
various kinds of its iron keepers (Eisenkerne) in the vagina can be attracted and 
released in a regulated rhythm. 


The Danger of Ventrosuspension during the Child-bearing period. 
E. B. Cragin (Surgery, Gynecology and Obstetrics, July 1908) holds that ventro- 
suspension is not a safe operation during the child-bearing period, because an intended 
suspension may become a fixation in one or other of the following ways: (1) The 
area of union between the uterine fundus and the abdominal wall may be broader 
than expected, and the resulting band too firm to allow uterine mobility. (2) In- 
fection of the wound may leave the uterus firmly fixed to the abdominal wall. (3) A 
ventrosuspension which allows a normal delivery in the first pregnancy following the 
operation, may subsequently become a fixation, and produce dystocia so marked as to 
indicate Cesarean section in the second post-operative pregnancy. He gives an in- 
stance of this last possibility : In 1892 ventrosuspension was carefully performed on 
a young woman by a surgeon who fully realized the obstetrical dangers of a ventro- 
fixation. Fourteen months later the patient was delivered by Cragin after an easy 
and rapid labour, the position being L.O.A. A normal puerperium followed. At 
the second confinement, four years after, Cragin had to perform Cesarean 
section, on account of the high position of the cervix and the thickening of the 
anterior uterine wall. The child lay transversely. The suspension band was found 
to be thick and unyielding. He also gives brief notes of four other cases in which 
he has had to perform Cesarean section for dystocia due to ventrofixation, though 
he does not know whether fixation or suspension was intended by the operators. 
Mites H. 


Pregnancy and Parturition after Ventrosuspension for Retro- 
displacements. 

J. O. Potak (Surgery, Gynecology and Obstetrics, July 1908) carefully dis- 
tinguishes between fixation and suspension of the uterus. His paper is based upon 
a personal experience of 687 cases, in all of which the displacement was complicated 
by tubo-ovarian or appendicular disease. He has modified Kelly’s technique by sub- 
stituting No. 1 ten-day chromic catgut for silk, and by placing the sutures higher on 
the posterior wall of the uterus. Special care is taken not to scarify or irritate the 
place of attachment. The posture of the patient for the operation is with the trunk 
raised, in order that the intra-abdominal pressure may be directed against the 
posterior uterine wall. A pessary is worn for some months; this, Polak thinks, 
explains the fact that recurrence occurred only eight times in 301 private cases, of 
which he has frequent examination records. Six patients died, four from septic 
peritonitis, one from cerebral embolism and one from ileus. Of the 416 women who, 
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anatomically, were able to conceive, 52 are known to have become pregnant. Two 
miscarried in the fourth month, from causes independent of the operation. Labour 
occurred in twelve cases two or three weeks before the computed date, and twice at 
the eighth month. There was only one malpresentation, a breech, and it was spon- 
taneously delivered. In all, even the multipar, the presenting part had entered the 
pelvis before labour occurred. In three cases of occipito-posterior position, forceps 
were required. There was only one still-birth, due to a short cord, and only one 
instance of maternal morbidity—a mild putrid infection of the uterus, due to the 
retention of a small piece of membrane. Polak afterwards examined 47 of these 
women and found the uterus retroverted in 4 of them. He holds that the operation 
did not influence or complicate any of the pregnancies or labours in this series. 

Mites H. PHILtips. 


Reproduction of the Uterine Mucosa after Abrasion. 

Bosst (Annali di Ostetricia, June 1908), at the Obstetrical and Gynecological 
Institute of Genoa University, gave the results of his study of uterine abrasion per- 
formed experimentally on dogs and clinically on women. 

The process of cellular reproduction and gland formation was the same in both, 
but in dogs, when direct and therefore more thorough, removal of mucosa was 
possible (by laparotomy, linear opening of the uterus and direct abrasion with the 
bistoury), it was found that even after the lapse of three months, the number of 
gland tubules was lower than normal. In one dog, in which the mucosa had been 
destroyed by application of Canquoin’s paste, it was found when the animal was 
killed, four and a half months later, that the mucosa was most imperfectly re- 
produced, the gland tubules being few and poorly outlined. 

In contradistinction to these experimental results, Bossi noted the following results 
of clinical treatment. In three cases where hysterectomy was necessary 15, 25, and 
27 days after curettage, it was found that the uterine mucosa was completely 
reproduced. In seven cases it was afterwards found that conception must have 
taken place between 25 and 29 days after curettage, since pregnancy occurred with 
physiological delivery at term. 

From these observations Bossi deduces the following conclusions of great practical 
importance: (1) Destruction of the uterine mucosa by means of some caustics such 
as Canquoin’s paste, as proposed for the cure of chronic endometritis, must be con- 
sidered dangerous, since it hinders the physiological reproduction of the mucosa and, 
consequently may lead to atrophy of the uterus. (2) Scraping by Récamier’s method is 
most to be recommended, since it provides for the adequate elimination of diseased 
cells, without injuring the membrane so profoundly as to impair its reproduction. 
(3) Complete histological reproduction of the uterine mucosa in women happens within 
an average of from 25 to 29 days, so as to permit the establishment of a normal 
pregnancy after that time. (4) Histologic reproduction of the mucosa after abrasion 
is impeded by infective agents, and by blood being allowed to remain in the uterine 
cavity. (5) The most rigorous asepsis should therefore be a rule. After abrasion, the 
blood and fragments of tissue should be removed by a copious intra-uterine douche, 
followed by slight cauterization of the bleeding surface to prevent subsequent oozing 
of blood. Sufficient drainage of the cavity should be provided to avoid any collection 
of blood which might occur, notwithstanding all precautions taken. J.H.F. 


Gloves and Masks in Modern Surgery. 

E, Stanmore Bisnop (Surgery, Gynaecology and Obstetrics, August 1908) enters a 
strong protest against the use of gloves and masks. The former hamper the surgeon 
in the use of knife, needle and ligature, and therefore often seriously delay the 
operation and increase the shock. They also increase the tendency to perspiration of 
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the hands and so lead to the collection of a bacteria-laden fluid which by a chance 
prick may be discharged into the wound. He believes that the gloves are pricked 
in the majority of operations. These objections do not apply to the assistant and 
nurses, and he approves of the use of gloves by them. Whilst recognizing the 
theoretical value of the mask, Bishop believes that it distracts the surgeon’s attention 
both by catching his eye and so forcing him to alter his focus, and by deflecting an 
unpleasant stream of warm breath against his face. He prefers the use of tufts of 
cotton-wool in the nostrils and of a small perforated celluloid respirator for the 
mouth. Again, the conversion of our theatres into the semblance of a Spanish torture 
chamber, for logically the nurses must also be masked, will add to the terror which 
is generally felt by the patient just before anesthetisation. He maintains that 
sterility is not everything in surgery, and that the perfection of one single factor 
may entail the neglect of others of an equal or greater value in the ultimate success 
of our work. Mites H. 


Opsonic Tests in Gynzcological Operations. 


Fossati (Annali di Ostetricia, June 1908) publishes the results of opsonic tests in 
50 cases of laparotomy for gynecological disease. The germs used for testing were 
the streptococcus, staphylococcus and bacillus coli, since these are the microbes most 
frequently found in sepsis after laparotomy. In eight cases the operation had a fatal 
issue, and in each of them the opsonic index of the patient had deviated more from 
the normal than in cases in which a favourable result was obtained. 

Whenever positive bacteriological examination was possible, or definite germs were 
afterwards discovered, the opsonic index towards the infecting microbe present was 
found to be lower than towards others, and there were characteristic oscillations in 
the index when taken at different times. An ascending oscillation seemed to corres- 
pond to decrease a descending oscillation to an increase in the virulence of the 
micro-organism. 

Fossati formulates the following conclusions :—(1) Patients, who have to undergo 
laparotomy for gynecological disease, often present a sub-normal resistance to 
infection, even when actual foci of infection do not exist. (2) A normal opsonic index 
with regard to the various germs usually present in operative sepsis may be estimated 
as one propitious element for a favourable prognosis. (3) Conversely a sub-normal 
opsonic index indicates the advisability of a guarded prognosis. (4) Even in strictly 
localised gynecological infections, the opsonic reaction seems to follow the laws 
commonly noted in general septic infections. (5) A low opsonic index, relative to 
one of the different micro-organisms used for examination, often indicates not only 
the nature of the organism causing disease but its virulence. 

The methodical determination of opsonic indices may therefore be a most valuable 
aid to the surgeon in determining (1) whether operation should be undertaken, or not; 
(2) whether it should be performed during ascending or positive oscillation of the 
index, and (3) whether the operation can be postponed, and sero-therapeutic measures 
tried during negative phases of the index, to increase the opsonic activity of the 
serum and thereby the power of the individual to resist infection J. H. F. 


The Abdominal Incision in Laparotomy. 


Henke (Gyndkologische Rundschau, 1908, Heft 6) concurs with Bier in recom- 
mending that the incision in laparotomy should be kept as small as possible. It is 
important, therefore, in case of an ovarian cyst, to diagnose the nature of it before 
operation, as a single cyst only requires a small incision and puncture, whereas for 
multilocular ones much more room is wanted. Henkel admits the disadvantage of 
small incisions in cysts possibly malignant or associated with adhesions. Henkel then 
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describes and compares the median and Pfannenstiel’s incisions and declares that his 
own experience is entirely in favour of the latter for all operations, even for ventro- 
fixation. E. S. CaRMICHAEL. 


Acute Post-operative Dilatation of the Stomach and its relation to 
Arterio-Mesenterial Occlusion of the Duodenum. 

F. Tuoma (Deutsche med. Wochnschr., 1908, No. 12), in connection with a 
personal observation of acute dilatation of the stomach after laparotomy, which was 
cured by repeated gastric lavage, discusses this very important morbid condition, 
which until lately, though typically characteristic, was comparatively unknown in 
many places. 

The most remarkable symptom of this condition is that in direct relation to the 
narcosis, or less frequently a few days later, there is profuse and obstinate vomiting 
of bilious acid-smelling fluid, often containing blackish flocculi, but never becoming 
feculent. The amount of fluid vomited always exceeds that ingested. The patients 
soon complain of sensation of pressure and tension in the epigastrium, where 
distension appears at the same time, but, in the early stages, the rest of the abdomen 
is soft and relaxed, a symptom which, if noted, will always lead to a correct 
diagnosis. As the process goes on the distension soon extends to the whole abdomen, 
but even then irrigation of the stomach, which in any case has to be done, will assure 
the diagnosis. Intestinal activity is usually slowed or even abolished; nevertheless 
in most cases, at all events at first, faeces and flatus are passed by the rectum. The 
pulse-rate almost invariably is rapidly increased while the temperature remain 
normal or even sub-normal. Unquenchable thirst, dry tongue and lips, and the 
facies Hippocratica add to the alarming appearance of the patient. As until recently 
the mortality of this condition amounted to 80 per cent., numerous autopsies have 
been held and have proved that the stomach, enormously distended with fluid and 
gases, lay like a sack upon the intestines, especially in the left side of the abdomen. 
This dilatation of the stomach was not the only morbid condition found, except in 
the minority of cases. The dilatation generally extended to the duodenum, to be 
there arrested at the spot where the duodenum passes below the radix mesenterii to 
continue as the jejunum. At the same time the radix mesenterii was tightly stretched 
by the weight of the empty bowels agglomerated together in the pelvis below, and 
it was found that this tension of the radix mesenterii compressed the duodenum 
against the posterior abdominal wall and caused the occlusion. This condition, called 
by P. Albrecht arterio-mesenterial occlusion of the duodenum, was very seldom 
found apart from gastrectasis, and opinions still differ as to whether the dilatation of 
the stomach or the occlusion of the duodenum is primary. Thoma holds that 
probably the dilatation of the stomach is so. This dilatation results from toxic 
disturbances of innervation. While gastric lavage is efficient in relieving ordinary 
cases of dilatation of the stomach, in cases associated with occlusion of the 
duodenum one needs the help of placing the patient prone on her belly, as proposed 
by Schnitzler, or perhaps in the knee-elbow position. If occasionally all these 
measures fail, recourse may be had to laparotomy. Gastroenterostomy has been 
already performed in a few cases, sometimes successfully. However, up to the 
present all the cases treated in Schnitzler’s way have recovered. 


Cancer of the stump after supravaginal hysterectomy for 
fibroma. 

René Lesosre, I.D., Paris, 1907 (Zentralb. ¢. Gyn., 1908, No. 26), has collected 
81 cases in which cancer developed in the stump of the cervix after supravaginal 
amputation for fibroma. The longer the time since the hysterectomy the more 
infrequent is this kind of degeneration, which most commonly appears from 1 to 5 
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years after the operation. Nevertheless, total hysterectomy is not to be preferred to 

supravaginal since the mortality of the former is 10 per cent. greater. Moreover, the 
supravaginal operation is more simple and cancer may occur in the cicatrix after total 
hysterectomy. After subtotal hysterectomy patients should be regularly examined 
every six months, and should any cancerous degeneration be detected, they should be 
operated on, as extensively as possible, at once, and for this the abdominal way is 
to be preferred. 


Cervical Cancer and Pregnancy. 


Grarre (Zentralb. f. Gyn., 1908, No. 30, S. 998) reports a personal observation 
‘ in which the patient, 43 years after vaginal total extirpation for a somewhat advanced 
carcinoma of the portio, was free from any recurrence. Moreover, he has collected 
published cases of which 19 to 21 per cent. were free from recurrence four years 
after operation. He quotes Spencer as recommending operation 14 days after labour 
at a time when the involution of the puerperal tissues has a favourable influence, 
and has himself seen one case in which a decided retrogression of the new growth 
during childbed was demonstrable. In spite of such favourable results, however, 
he recommends the earliest possible radical operation, dissenting absolutely from the 
idea, far too widely accepted, especially in France, that the life of a pregnant woman 
with uterine cancer is necessarily lost, and that her treatment should be entirely in 
the interests of the child. 


Grimoup (ibidem, S. 999) points out that the growth of a uterine cancer generally 
becomes more luxuriant upon the occurrence of pregnancy. He considers that the 
cancer does not exercise any important influence upon the foetus. Labour is no doubt 
made more or less harder by the cancer. 


Fibrosarcoma of the Ileum simulating an Ovarian Cyst. 


R. Worratt, Sydney (Australasian Med. Gaz., 1908, July 20), was consulted by 
a well-nourished single woman, aged 43, on account of pain in the left iliac fossa. 
She had undergone nephrorrhaphy elsewhere, four years previously, for a movable 
left kidney, and as he found in the pouch of Douglas a tumour of the size and 
consistence of the kidney, which could be pushed out of the pelvis into the left 
kidney pouch, and as the uterine appendages were normal, he concluded that the 
nephrorrhaphy had failed and that the kidney had fallen into the true pelvis. 
Under this idea she was sent into the surgical ward, where, on the old incision in the 
loin being re-opened, the kidney was found securely fastened in normal position. 
The patient was then transferred to the gynecological ward for the removal of a 
supposed tumour of the genital organs. A median abdominal section was done and a 
very vascular tumour, about the size of a pear, was found growing from about the 
middle of the ileum into the mesentery. There were no enlarged glands. The 
tumour, with about 8 inches of the ileum and the corresponding portion of the 
mesentery, was excised between clamps, and the resected ends were brought together 
by a through and through continuous suture with chromic catgut and an external 
seromuscular suture, also of chromic catgut and continuous. Three guide sutures 
were first introduced as recommended in Binnie’s surgery. The bowel was cleansed 
with saline solution and returned, and a small rubber drainage tube was passed from 
the upper end of the parietal wound to the neighbourhood of the resection. There 
was, however, no leakage. The patient made a very easy recovery, the pulse-rate 
never exceeding 80 or the temperature 100°F. The bowels moved on the third day. 
The pathologist reported the growth to be “a highly cellular fibroma suggesting 
sarcoma.” 
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Endothelioma of the Ovary. 


Procorio, Naples (Archives di Ostet, ¢ Ginecol., June 1908), describes and dis- 
cusses this neoplasm, and illustrates it with drawings from two specimens. 

The first patient was a multipara, aged 44, with an ovarian tumour of the size of 
a pregnant uterus at term. This was removed by operation and was found to be in 
part a mass of thin walled cysts, and in part solid with minute cysts embedded in it. 
The dense portion, as examined from the surface inward, showed an interlacing 
fibrous network rich in nuclei with few blood-vessels; part of this zone was free ‘from 
neoplastic cells, in other parts the meshes included a few foci of cells. In the deeper 
zones, the stroma was relatively scanty; the cell masses were more abundant, and 
some of them were rosette shaped, with the cells radiating from the capillaries; some 
of these alveoli contained a small cyst with only a few cells at its periphery. These 
and the large cysts were formed secondarily by the breaking down of the cells from 
lack of nutrition; the peripheral cells could be seen in process of breaking down. 
Procopio believes that the flattening seen in the cells was not due to pressure and 
excludes an epithelial origin, while the presence of numerous capillaries immediately 
surrounded by the neoplastic cells would, according to Waldeyer, probably exclude 
carcinoma, in which the vessels are commonly embedded in connective tissue, and 
would point to an endothelial origin. 

The second patient, aged 27, after several pregnancies, noticed her abdomen 
becoming distended, coincidently with a period of amenorrhcea. A tumour of the ovary 
of the size of a five months pregnancy was removed by operation; it had formed 
dense adhesions. The tumour was lobulate and was pearly white with bright pink 
marbling. Microscopically it resembled the other tumour, but the cells tended to 
become fusiform and were rather in linear bundles, though there were nests of cells; 
degeneration cysts were again found. 

Procopio believes he can assert that the endothelium of the lymph spaces played 
an important part in the new growth, though there was no evidence to show whether 
it actually contributed directly to the cells of the growth, 

In view of the statements often made that these tumours are commonly metastases 
from a primary tumour in some other abdominal organ, Procopio is in a position to 
state definitely that in both his cases the ovarian tumour was primary. 

Clinically not much need be said. These tumours have no special characteristics - 
to distinguish them from other malignant ovarian tumours, though in his cases, and 
in a considerable proportion of others recorded, cedema of the abdominal walls was 
noted. Bilateral tumours have not shewn a worse prognosis than unilateral. In the 
first patient the second ovary was not removed and she was well more than two 
years after operation; in the second patient both ovaries were removed and she died 
of recurrence of the growth a year after the operation. Procopio suggests that if the 
second ovary appears healthy it should not be removed in a patient younger than 40; 
after that age it should be removed as its absence will not cause much disturbance 
in connection with a sudden menopause. E. H. L. O. 


Spontaneous rupture of ovarian cysts. 


H. Cuevitxorts, I.D., Paris (Zentralb. f. Gyn., 1908, No. 26), says : Spontaneous 
rupture of an ovarian cyst was seen much oftener when operative interference was 
still rare, and frequently occurred in childbed. In causing it, violence plays a sub- 
ordinate part; the chief cause being changes in the cyst wall in which three factors 
are to be considered : sudden increase of the internal pressure; infection; and various 
degenerative processes. The symptoms elicited by the rupture depend on the character 
of the fluid in the cyst. Cysts with serous or serosanguineous content, as a rule, 
cause only a slight peritoneal reaction; those with gelatinous or colloid content cause 
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severe systemic intoxication; hematofollicular cysts are not very dangerous unless 
there is profuse hemorrhage; cysts containing mucus cause very severe symptoms; 
parovarial cysts, as a rule, atrophy and their contents are absorbed. _Peritonitis 
following the rupture of a dermoid cyst is frequently fatal. The only effectual 
treatment, even in childbed, is the removal of the cyst. 


Transplantation of Ovaries. 


Frankiin H. Martin (Surgery, Gynecology and Obstetrics, July 1908) reports 
three cases of hetero-transplantation and five of homo-transplantation of the ovaries. 
In the three former, notes of two of which have been previously published, portions 
of healthy ovaries were excised, kept in salt solution and then sutured to the broad 
ligaments of patients, whose ovaries had been removed, at intervals varying from one 
to two years. In two cases a revivifying influence upon the menstrual apparatus was 
unquestionably manifest. This was shown by the appearance of vaginal discharge at 
intervals of thirty days for a considerable period, and by the prompt disappearance, 
in one case, of the nervous symptoms of the premature menopause. The third case 
has not reported herself since the operation. Martin thinks that better results would 
have been obtained if the transplantation had been performed sooner after the 
original double odphorectomy. 

In the cases of homo-transplantation, the appendages were so hopelessly diseased 
that the ovaries were removed entirely. In each case a very thin portion of apparently 
normal ovarian tissue was removed from the walls of cysts or infected sacculated 
structures and implanted into the broad ligaments or under the peritoneal investment 
of the uterus. Four patients reported the continuance of regular and normal men- 
struation. The other patient did not report herself. In three of the cases subsequent 
examination showed no evidence of the atrophy of organs which is frequently found 
after castration with cessation of menstruation. Finally Martin gives a short but, he 
says, complete review of the literature up to date. Mies H, Puittirs. 


Exclusion of the Ovary from the Peritoneal Cavity. 


Tapper (Annali di Ostetricia, June 1908) gives an interim report on the results of 
experiments instituted to study the histological modifications which the ovary may 
undergo when it is placed in a peritoneal pouch with the circulation as far as possible 
undisturbed. In such an operation a certain length of tube must be detached from 
the ovary, and so, in order to estimate accurately the effects of transplanting alone, 
the consequences of simple detachment of the tube were also investigated. Rabbits 
of the same species and equal in weight were chosen, anc observations were made at 
varying intervals of time on twelve ovaries which had been fixed in a peritoneal sac, 
and another twelve which had been simply isolated from the tube. 

The preliminary conclusions which Taddei thinks he may assert (a little more than 
two months after operation) are :—(1) The histological modifications, which the ovary 
undergoes because of exclusion from the peritoneal cavity, are very slight and quite 
similar to those found after simple detachment of the tube. (2) The specific function 
of the ovary remains undisturbed, even though in some cases adhesions may form 
between the ovarian and the surrounding connective tissues owing to the destruction 
of some germinal epithelium during operation. (8) In some cases the number of 
medullary cells is decreased and the cells show signs of degeneration, but, as these 
phenomena are present when the ovary is merely detached from the tube, Taddei 
awaits the results of cther experiments before deciding whether these changes can 


be attributed to operative injury or are due to difference in age of the rabbits 
examined. J. H. F. 
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An Embryonal Tumour of the Ovary. 


Repticu, St. Petersburg (MJonats. f. Geb. u. Gyn., Bd. xxvii, Heft 6), reports the 
removal from the right side of the small pelvis of a youth of 16, with a normal penis 
and a testis on the right side, of a tumour containing a normal tube and one horn 
and round ligament of a uterus. The rest of the tumour contained derivatives of all 
three germinal layers. A critical consideration of such tumours is appended. 


The Genesis of ovarian dermoids. 


ALEXANDRA INGIER (Miinchener m, Wchnschr., 1908, No. 31, S. 1657) reports two 
cases of ovarian dermoid cysts. The one contained a rudimentary foetus, the other 
was a simple dermoid cyst. She then discusses the various theories as to the genesis 
of dermoids and endeavours to prove that all duplicate malformations, whether total or 
partial, symmetrical on asymmetrical, including teratomata, are to be looked upon 
as homologous. In regard to their genesis everything seems to point to all these 
malformations being of monogerminal origin and to suggest that their development 
begins in the earliest stages of that of the ovum and either begins in the earliest 
stages of fission of a normally fertilized ovum or must be attributed to the genesis 
of the ovum; the ovum owing to anomalies in the formation of its polar cells being 
binucleate and doubly fertilized. 


Ovarian dermoid cyst complicating pregnancy. 

ENGELHORN (Miinchener m. Wchns., 1908, No. 30, 8. 1608) exhibited to the 
Franconian Obstetric and Gynecological Society an ovarian dermoid cyst with 
large plates of bones, which lay behind the uterus of a primigravida 21 years 


of age, and forced the portio up against the symphysis. An exact diagnosis 
could not be made; it was questionable whether there was a pregnancy in 
the sixth month with an ovarian tumour or an extra-uterine pregnancy with a living 
child. An expectant attitude was therefore maintained till term, when Professor 
Menge performed laparotomy. The uterus corresponded to the tenth month of 
gestation and behind it, wedged in the small pelvis, there was a tumour originating 
from the right ovary. As the tumour could not be brought in front of the uterus 
Cesarean section was performed, a living child extracted, and then ovariotomy., 
Uninterrupted recovery. 

In the discussion Hormeier said that in two analogous cases he had performed 
ovariotomy and waited for spontaneous delivery; there had been no difficulty in 
bringing the tumours in front of the uterus and labour had been uncomplicated. 

ZacHaRias said that the failure of diagnosis in Engelhorn’s case was, to some 
extent, a consequence of a mistaken diagnosis made some little time previously in 
the Erlanger Frauenklinik. A woman who had borne many children was sent by a 
doctor into the klinik in the eighth month of her pregnancy on account of un- 
compensated heart disease. Examination disclosed a pregnancy with a living child, 
head presenting. It was remarked by several examiners how very distinctly the 
bones of the child’s head could be felt in the posterior vaginal vault, yet no suspicion 
arose that the situation of the ovum might be anomalous. The child died about 
three weeks before labour was expected. As no labour pains set in and the mother 
lost six pounds in weight within a week, a metreurynter was introduced. After 
it had been about 20 hours in situ it was expelled with a considerable amount of 
hemorrhage. The patient collapsed. The uterus was found to be empty. The loss 
of blood did not seem sufficient to account for the collapse, and it was thought that 
intra-abdominal hemorrhage had occurred from the rupture of an extra-uterine 
gestation sac, and abdominal section was at once performed. No intra-peritoneal 
hemorrhage had taken place. On the left side there was an uninjured tubo-abdominal 
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pregnancy with a full-term macerated foetus. The autopsy proved that the cause of 


the hemorrhage was a cervical laceration caused by the expulsion of the distended 
metreurynter. 


Multiple Peritoneal Pseudometastases of Ovarian Dermoids. 


Ep. Metcutior (Berliner klin. Wochnschr., 1908, No. 34) reports one personal 
observation and four analogous cases previously published of peritoneal pseudo- 
metastases of ovarian dermoids. In his own case, a woman 48 years of age, there 
were numerous dermoid nodules on the parietal peritoneum, on the small intestines, 


on the gastric serosa, and on the diaphragm. The microscopic appearances are 
described. 


Intestinal adhesions in cases of pyosalpinx 


Deranoé, 1.D., Paris (Zentralb. f. Gyn., 1908, No. 26), reports: Intestinal ad- 
hesions may arise during inflammation of the pelvic or abdominal organs during the 
course of a peritonitis or salpingitis and may cause pain and impaired functions after 
the primary affection has become inactive. In regard to the pains, a distinction is 
to be drawn between those which are due to traction on the intestines and the colics 
which result from nourishment. Digestive troubles are generally present and may 
even lead to a chronic occlusion. The diagnosis of adhesions is difficult, but their 
possible existence must always be borne in mind in pyosalpinx and salpingitis. The 
only effective treatment is to liberate the bowel from its adhesion. While in slight 
cases a seroserous suture is afterwards sufficient, in severe ones thermocauterization 
and the insertion of a Mikulicz drain will be required. In cases in which the peri- 
toneum is deficient, the omentum may be used to cover up the wounds, 


Inflammatory tumours of the pelvic peritoneum. 


A. Stnicwar, I.D., Paris, 1907 (Zentralb. f. Gyn., 1908, No. 26), describes a 
form of pelvic peritonitis which results in the formation of a tumour, a pseudo- 
neoplasm of the small pelvis, which, seated on the peritoneum, is made up of fibrous 
indurations, hard adhesions, loops of adherent intestine and thickened omentum. 
Between these components there is frequently a serous, sanguineous or purulent 
collection of Huid independent of the tube or ovary. This pelvic peritonitis com- 
monly occurs after labour or abortion, its onset is acute, and it develops in a series 
of attacks accompanied with pain, fever and vomiting. It often remains latent even 
if there is a tumour with a large encapsuled abscess. The disease may be recognized 
by the irregularity of the tumour and its development, and, especially, by the rise of 
temperature which, however, often only persists for one or two days. In the latent 
forms a differential diagnosis has to be made from uterine fibroma and retrouterine 
encapsuled hematocele; the diffuse form often simulates pelvic carcinosis or tuber- 
culous pelvic peritonitis. If the tumour is but slightly hard, medical treatment will 
give good results : otherwise, operation is necessary. Laparotomy is to be preferred 
to hysterectomy, but is attended by great danger of perforating the bladder or 
intestine. Any collection of fluid must be emptied and the cavity drained, by the 
abdomen or vagina. If both tubes are obliterated, supravaginal hysterectomy is the 
operation of choice. 


Hypoplasia of the Tubes and its Relation to Extra-uterine 
Pregnancy. 
Hoewne (Munchener med. Wochnschr., 1908, No. 35, S. 1854), in an address to 
the Physiological Society at Kiel, pointed out that twistings of the tubes were by 
no means invariably due to anomalous or impeded development, but often originated 
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in inflammation. In the etiology of tubal gestation twistings of the tubes had no 
part. When the ovum became implanted in tubes in which inflammation had neither 
caused any change nor left behind it any mechanical impediment, the cause for such 
implantation must be sought in the apparatus for transporting the ovum, and as a 
matter of fact Hoehne has found, on the median side of the ovum in several cases of 
extrauterine gestation, large strips of epithelium without any, or with very few, 
cilia, and in typically infantile tubes a deficient development of the ciliary apparatus. - 
so that an incomplete, interrupted ciliary stream, or one deficiently endowed with 
energy of movement, must be accepted as an etiological factor in cases of extra- 
uterine pregnancy in which no mechanical impediment is present in the oviduct. 
(v. ante, vol. xiii, p. 450). 


Full-time Extra-uterine Pregnancy after Rupture of the 
Gestation Sac. 

Nepesyy (Gyndkologische Rundschau, 1908, Heft 17) reports a case of ectopic 
gestation in a woman, aged 29, which was marked by no particular symptoms up till 
the eighth month. Rupture of the sac then occurred but the foetus continued to live, 
partly in the abdominal cavity, up to full term, when its death occurred. Laparo- 
tomy revealed a ruptured sac on the left side from which the head of the fcetus 
protruded so as to lie in contact with the intestines. There was peritonitis present 
which afterwards caused the death of the patient. E. S. CarmicHagt. 


Bilateral extra-uterine pregnancies. 

J. Pécxer, I.D., Paris (Zentralb. f. Gyn., 1908, No. 26), owing to the infrequency 
of bilateral extra-uterine pregnancy, has only been able to collect 9 cases. He explains 
their occurrence by supposing the pre-existence of bilateral inflammation of the tubes. 
It is, he says, generally impossible to distinguish a ruptured bilateral extra-uterine 
pregnancy from rupture of a pregnancy on one side only. On abdominal section for a 
tubal pregnancy the adnexa on the opposite side must always be examined, for a 
foetus of the same development as the other one may be found there. In such an 
operation the adnexa on both sides should be removed. 


Immediate versus Deferred Operation for Intra-abdominal 
Hemorrhage due to Tubal Pregnancy. 

E. H. Granpin (Surgery, Gynecology and Obstetrics, July 1908) is strongly in 
favour of immediate cperation, although death is rarely caused by the first hemor- 
rhage. There is no knowing when the hemorrhage has stopped or that a second one 
is not imminent, indeed expectant treatment promotes a rise of blood-pressure and 
an increased tendency to hemorrhage. Repeated hemorrhages only make the opera- 
tion more difficult and prolonged. It is not necessary to delay until the patient is 
sent into hospital. In any surroundings the field of operation and the instruments 
can be sterilised. The operation should simply involve rapid removal of the damaged 
tube; the peritoneum will absorb the blood clot. Stimulation should follow removal 
of the source of the hemorrhage. Grandin has had experience of 100 acute cases, 
two only died and these were treated by the expectant plan. 


H. N. Vinepere (Surgery, Gynaecology and Obstetrics, July 1908) divides these 
cases into two classes, according to the amount of hemorrhage. (1) In the majority, 
95 per cent., the amount of hemorrhage is not a direct menace to life. Still the 
attendant symptoms may be quite alarming and simulate those of a profuse hemor- 
rhage. But reaction soon occurs, and it is generally possible to distinguish between 
the collapse due to shock from peritoneal irritation and that due to acute anemia. 
As regards treatment, it does not matter whether such cases are operated upon at 
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once or after an interval of one or two days to suit the exigencies of the case or the 
convenience of the operator. In Vineberg’s experience emergency operations in these 
cases have done as well, often better, than those deferred. (2) In 5 per cent. the 
cavity is inundated with a hemorrhage which he describes as cataclysmic. Such 
cases often die if not operated upon. Vineberg lost one in which immediate opera- 
tion was refused. In support of his disbelief in the argument that even profuse 
hemorrhage from gastric or typhoid ulcers is rarely fatal, he quotes Musser, who 
found a mortality of 22°4 per cent. in cases of acute profuse hemorrhage due to 
gastric ulcer, and Osler, who records intestinal hemorrhage as the cause of death in 
11 out of 56 fatal cases of typhoid. In these cataclysmic cases Vineberg strongly 
advocates immediate operation. He thinks the danger of additional shock must be 
ignored, just as it has to be in reopening the abdomen for recurrent hemorrhage 
after a big operation. The danger of infection in the patient’s house is slight. An 
intravenous saline infusion must be given and time should not be wasted in trying to 
remove the blood from the abdominal cavity. Vineberg has successfully treated six 
such cases by immediate operation. 


F. F. Simpson (Surgery, Gynaecology and Obstetrics, July 1908) advocates 
deferring operation in severe cases until the patient has rallied. Of seventeen such 
cases, treated by him in this way, all recovered, whereas he has collected 75 serious 
cases which were treated by immediate operation with a mortality of 34°6 per cent. 
He brings forward much evidence from many authorities to show that primary 
hemorrhage from stomach, intestines, lungs, or uterus, rarely proves fatal. Recur- 
rence of hemorrhage in such cases is easily promoted by retching, peristalsis, 
coughing, etc., whereas in the case of tubal pregnancy the causes, such as exertion, 
pelvic examination, curetting, and disturbance due to transportation, are usually 
extraneous and preventable. He gives details of six such instances. He emphatically 
condemns ambulance transportation, and habitually advises a delay of seven to ten 
days before sending the patient into hospital. The treatment he employs consists in 
absolute rest without a single voluntary movement for at least 48 hours; examination 
is avoided, and small doses of morphia are given. Normal salt solution is cautiously 
infused into a vein and later into the rectum. Strychnine, camphor, digitalis or 
adrenalin are also given when required, care being taken to avoid unduly raising the 
blood pressure. Of 100 consecutive cases of extra-uterine pregnancy, Simpson has 
only lost two from hemorrhage, one during the removal of a seven months’ ovum, the 
other after an immediate operation for profuse hemorrhage. 


These three papers were read at the recent annual meeting of the American 
Gynecological Society; in the discussion which followed a majority of the speakers 
advocated immediate operation in cases of profuse intra-abdominal hemorrhage. 

Mites H. 
The treatment of hematocele in ectopic pregnancy. 

HERBERT (Miinchener m. Wehns., 1908, No. 30, S. 1618), after discussing the 
variety of the views held on the treatment of hematocele and the indications to be 
accepted for operative interference, declared himself to be a decided advocate of active 
treatment under all conditions, basing his standpoint upon 8 cases from the private 
klinik of Gustav Klein. In these cases, in spite of encapsuling of the hematocele, 
in spite of tubal abortion and the apparent conclusion of the morbid process with 
generally long periods of subjective well-being of the patients, nevertheless owing 
to secondary and even tertiary recurrence of the hemorrhage owing to rupture of the 
capsule of the hematocele (in five cases), or owing to infection of the contents of the 
hematocele by the immigration of bacteria from adherent intestine, the life of the 
patient was put in great danger and indeed in one instance lost. 


ren 
a 
"4 
4 
a 
4 
: 
“2 


Conception and Menstruation 293 


The Relation of Conception and Pregnancy to Menstruation. 

Hans Bas, Charlottenburg (Deutsche med. Wochnschr., 1908, No. 33), on the 
basis of four cases of abortion in which all dates and periods were available, supports 
the Sigismund-Léwenhardt dictum that the fertilized ovum belongs to the first 
omitted period, and that menstruation represents the abortion of an ovum that has 
remained unfertilized. Ovulation and the soon succeeding impregnation generally 
precede the period first omitted by some days, but may coincide with it. 
Spermatozoa may persist in the tube throughout the interval between the menstrual 
periods and retain their capability of fertilizing an ovum; their progress into the 
uterus as a rule is only favoured in the post-menstrual period. 


Some Causes of Sterility in Women. 

Me. Mosnier, I.D., Montpelier (Zentralb. f. Gyn., 1908, No. 30, S, 989).— 
Sterility may be due to mechanical impediments, such as imperforation of the vagina, 
voluminous tumours of the vulva or vagina, resistent hymen, or vaginismus. Or 
conception may be prevented because the sperma has not free entrance into the uterus 
owing to atresia or malformation of the cervix or to displacement of the uterus. 
Or sterility may be due to the destruction of the spermatozoa in the genital canal, or 
to the ovum not being retained in the uterus (vaginitis, metritis, adnexitis). 
Furthermore, sterility may depend on faulty development of the ovaries or uterus, or 
upon intoxication by alcohol or morphia, or upon onanism or prostitution. Professor 
Carrieu has found that handling dynamite may lead to sterility. The treatment must 
be ordered according to the case: local causes must be dealt with locally ; a deviation 
corrected, a stenosed cervix dilated, vaginismus overcome and so forth. 


Pregnancy in the Left Horn of a Uterus Bicornis of six years 


standing. 

Van per LinpeN and Garrtecesiur (Zentralb. f. Gyn., 1908, No. 28, S. 931) 
report a case of a nullipara, aged 39, and married 13 years, who six years and 
ten months previously had had amenorrhea, and at the same time enlargement of her 
abdomen. Six months later she became suddenly ill with symptoms of acute anemia, 
and had repeated attacks of the same kind. An operation was advised, but she would 
not consent to it until profuse hemorrhages ensued. Examination disclosed a tumour , 
in the left side of her abdomen apparently intraligamentary and consisting of two 
sections separated by a deep furrow. Abdominal section was performed, and the 
tumour, which was adherent on all sides and connected with the uterus by a thin 
pedicle, was removed. The tumour contained a mummified foetus 33cm, long. The 
round ligament was inserted into the base of the tumour; the tube was converted into 


a blood-cyst. No communication could be found between the gestation sac and the 
tube or the uterus. 


Pregnancy and Anzmia. 

Scuiza (Miinchener med, Wochnschr., 1908, No. 33, S. 1757) discusses the 
complication of anemia by pregnancy on the basis of three personal observations 
treated by terminating gestation. Two forms of anemia are considered—(1) specific 
anemia, and (2) non-specific anemia, especially in regard to the course taken by 
the anemia and the condition during the progress of the pregnancy to its term. 
He concludes that (1) certain forms of anemia directly indicate the determination 
of pregnancy, that is to say, essentially pernicious anemia, acute and chronic 
leukemia, pseudo-leukemia and primary splenomegaly ; (2) the other forms of anemia 
such as chlorosis, secondary anemia of a toxic, septic, parasitic or constitutional 
character, and hemorrhagic diatheses, constitute only relative indications for the 
induction of abortion or premature labour. 
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Pregnancy and Tuberculosis. 

Konrap I.D., Wiirzburg (Miinchener med. Wochnechr., 1908, No. 34, 
S. 1802), on the basis of observations in Professor Hofmeier’s practcie, draws the 
following conclusions: (1) every tuberculous girl should be most earnestly advised 
not to marry. (2) If she does do so, she should, especially if there is serious 
hereditary taint, be prevented from conceiving, and this prophylaxis is justifiable 
even when tuberculosis is only suspected, for pregnancy is always a dangerous 
complication of the disease. It often implies an accumulating aggravation of the 
mother’s malady, while the children of tuberculous women are, for the most part, 
debilitated and unhealthy their life long, and as the cases related show, often die 
before the mother does. (8) Should conception occur, the mother’s general 
condition must be submitted to constant medical observation which must extend 
to the most careful control of the weight of her body, and if the symptoms 
of the disease become more troublesome, or if there is a notable decrease in 
her body weight, to the prompt termination of her pregnancy by the induction of 
abortion, always, however, after consultation with a physician experienced in internal 
medicine. (4) The induction of premature labour is as a rule to be avoided as a 
very serious measure, and is only justifiable when it may be expected to alleviate 
severe suffering of the mother, for (5) in all medical treatment the care of the 
mother’s life, especially in the case of a multipara, must be the guiding principle 
without respect to that of the expected child. Even from a forensic point of view 
this is the right principle. (6) In deciding on operative interference the social 
position of the mother must be considered as well as the severity of the disease. 
(7) No general rules can be laid down; it is the duty of the physician to decide in 
each individual case upon the treatment to be adopted. 


Hyperemesis gravidarum successfully treated by suggestion. 
Scnutte (Monats, f. Geb. u. Gyn., Bd. xxvii, Ht. 5) reports upon 18 cases from 
the Giessen Klinik. Pregnancy was not interrupted in any of them. In no case was 
any organ found diseased, 13 were instances of pure hysteria, 5 of nervousness with 
increased reflex irritability. These facts and the results of the treatment (rest in 
bed, diet and suggestion) tend to prove that hyperemesis without any demonstrable 


lesion of the internal organs, is a purely psychical symptom dependant on pregnancy 
and amenable to cure by suggestion. 


Chorea Gravidarum and its Treatment. 

G. Peronno1 (Zentralb. f. Gyn., 1908, No. 30, S. 1000), in a communication to the 
Italian Obstetric and Gynecological Society, divided cases of chorea into three 
groups—(1) an hysterical form, at first severe, variable and without effect on the 
patient’s genral condition; (2) the form known as Sydenham’s chorea, a benign 
affection appearing at the beginning or towards the end of pregnancy, as a kind of 
recurrence of infantile chorea, and not affecting the general condition; (3) a progres- 
sive form becoming more severe with the progress of pregnancy. The general condition 
is seriously disturbed; progressive debility, sleeplessness and delirium are the most 
essential symptoms. This is the only form that entails interference to terminate the 
pregnancy. The maternal mortality is very high. The following cases occurred in 
Pestalozza’s Clinic :—(1) A woman of 19, free from hereditary taint, who had had 
one normal labour, in the third month of her second pregnancy, was seized with 
involuntary twitchings of certain groups of muscles, which gradually increased to 
such an extent that she had to be kept in bed and fed by others. In spite of 
treatment her condition became so much worse that labour had to be induced in the 
eighth month, and ten days afterwards she was well enough to be discharged. 
(2) A woman, aged 22, without hereditary disease, had, three years back, a premature 
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labour in the seventh month. In the second month of her second pregnancy she was 
attacked by chorea in consequence of a severe fright. Under treatment in the clinic 
she soon recovered, and labour took place at the normal term. 


A Case of Osteomalacia. 

O. W. Meex (Lancet, 1908, vol. ii, p. 154) records a case of osteomalacia in an 
unmarried woman aged 21, who had never lived out of England. She was admitted 
to hospital at 17, with symptoms of Graves’s disease, and was discharged cured after 
2 months. Early in 1905, she suffered from rapid loss of strength, with pain in 
the legs and difficulty in walking, which increased so that in 12 months she was 
unable to get about. A fracture of the femur occurred while she was being lifted ; 
it failed to unite and an unsuccessful attempt at wiring was made. Phosphorus 
was administered. The long bones were softened and malleable, the pelvis was 
triradiate and the vertebral column showed lateral curvature. The urine was alkaline 
and contained pus. Treatment consisted in the administration of phosphorus and 
suprarenal extract, and the condition improved, the pain diminishing and the bones 
of the extremity becoming firmer. On September 16th irregular pyrexia commenced 
and the patient died on October 3rd from acute suppurative nephritis. 

At the autopsy the right kidney was found converted into a pus sac and the left 
kidney affected with acute suppurative nephritis. The spleen was enlarged and soft, 
and the uterus was small and nulliparous. The ovaries were small, soft and pale, and 
weighed 2°49 gms., and microscopically showed marked fibrosis, with thickened blood- 
vessel walls with absence of interstitial cells. The suprarenal and other glands were 
normal. The femora were pliable, showing histologically great absorption of bone 
and its replacement by a cellular and very vascular marrow. The pelvis showed a 
moderate degree of characteristic deformity. The bone marrow was abundant and 
vascular, and contained both granular and non-granular cells, showing plentiful 
mitotic figures. Frank E, Tayzor. 


Elongation of the Portio as a Complication of Pregnancy and 
Labour. 

A. Bosst, Pisa (Zentralb. f. Gyn., 1908, No. 28, S. 934), who has previously _ 
reported two cases complicated as above, now relates another. A tertipara, aged 34, 
after her first pregnancy and labour, the course of which was normal, suffered in 
childbed from protrusion of the portico at the vulva. Her second pregancy ended at 
the sixth month; the portio during the labour appeared at the vulva without pro- 
truding beyond it. During the third present pregnancy, the portio from time to time 
appeared at the vulva, and during the last month was constantly visible even when 
she was in the horizontal position. She was admitted into the Klinik in labour at 
term. The child’s head was in the pelvis, its back to the left. The portio, which 
protruded 3cm. beyond the vulva and was ulcerated, admitted two fingers, and the 
child’s head could be felt 7cm, above the os externum. The collum was from 
7 to 9cm. in diameter; its wall from 2 to 3cm. thick. Seventeen hours after the 
onset of labour, meconium was discharged ; the foetal heart sounds became feeble; the 
cervix was not dilating; the portio was more swollen, and the pains were feebler 
and less frequent. The collum was therefore amputated, with subsequent suture. After 
twelve hours more the new os uteri was pretty well dilated, but as the child was 
dead craniotomy was performed. The puerperium was feverish and parametritis 
developed on the right side and suppurated. The infection was attributed to a 
necrotic focus in the collum. The stump of the cervix was still visible at the vulva 
for some time during the puerperium. Amputation was performed also in the two 
cases previously reported. Bossi compares these three cases with 53 reported in the 
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literature, 24 of which had required no artificial aid in delivery at or before term, or 
in abortion, than dilatation, digital or instrumental. In 29 cases further artificial 
aid was necessary: amputation in 8, forceps version or craniotomy in 17, and 
Cwsarean section in 4, one of which was eclamptic. Of the mothers, 5 died, of the 
full-term children 9; rupture of the uterus occurred in 2. Multiple incisions in the 
portio formed part of the treatment, but without any decided effect. This hyper- 
trophy of the portio is not to be confounded with cedematous elongatio colli, which 
generally had a benign course, 

A. Bossi recommends in cases of the less serious kind an expectant attitude, with 
recourse, if necessary, to dilatation followed by extraction, by forceps or by 
craniotomy. In extreme cases he advises amputation, especially if there are ulcers on 
the portio, followed by extraction, etc.—not excluding Cesarean section. The patients, 
if seen during pregnancy, should be kept in bed; no further difficulties need be 
expected in the puerperium. 


Prolapse of the Vagina with Hypertrophy of the Portio in 
Pregnancy. Rapid delivery by Bosal's method. 

S. Resranpi, Genoa (Zentralb. f. Gyn., 1908, No. 28, S. 934), reports :—A woman 
of 25, with a contracted pelvis, had been delivered in the Klinik of her first child 
by forceps, and the cervix had been deeply torn on each side and sutured. In the 
fourth month of her second pregnancy prolapse occurred, and she was admitted into 
the Klinik in her seventh month, the portio and the vaginal wall protruding about 
10cm. below the vulva. Rest and pessary treatment were fruitless. 

Powerful contractions came on at term, and after ten hours the cervical canal had 
dilated to 5cm. with hard and tense edges; the portio had spontaneously slipped back 
into the vagina. As the pains became less frequent and the child seemed in danger, 
dilatation was effected with Bossi’s instrument in twenty minutes and delivery 
completed with forceps. There was only a slight laceration of the cervix in the old 
cicatrix on the right side. Rebrandi, therefore, rejects all other methods for such 
cases, especially amputation as proposed by Bossi of Pisa. 


Obstetric Operations in Eclampsia and Contracted Pelvis. 

Fritscu, Bonn (Deutsche med, Wochnschr., 1908, No. 33), in a recent clinical 
lecture reviewing the chief advances in obstetric operations during the last 40 years, 
declared that in eclampsia the most logical treatment was immediate evacuation of 
the uterus, suggesting Dihrssen’s vaginal Cesarean section with Bumm’s technique, 
to be supplemented in desperate cases by Edebohl’s renal decapsulation. He held, 
however, that these operations, and hebosteotomy likewise (by Bumm or Déderlein’s 
method and with Schuchardt’s incision if necessary) should, save in exceptional cases, 
be performed only in hospitals, 


Eclampsia and Operative Treatment. 

PFANNENSTIEL (Miinchener med. Wochnschr., 1908, No. 36, 8. 1903) recently 
showed to the Medical Society at Kiel: (1) a typical case of impending eclampsia 
gravidarum three weeks before term; (2) a case of severe eclampsia parturentium in 
which abdominal (cervical) Cesarean section had been successfully performed three 
weeks previously, after the first fit of convulsions ; (3) a case of eclampsia puerperarum 
upon whom bilateral decapsulation of the kidneys had been performed on the same 
day the previous case was operated on, and which was also cured. In connection 
with these cases he discussed the principles of treating eclampsia. He attached much 
importance to prophylactic measures and to eliminating the toxines from the patients’ 
system. Prompt delivery, he said, was logical; it had indubitably improved the 
results, and was therefore to be recommended, but it was no panacea. The value of 


- 
J 
q 
i 
4 
3 
ul 
4 
my 


Cesarean Section 297 


Cesarean section, whether in the form of vaginal or abdominal hysterotomy, was 
now being generally over-estimated. In every disease there were slight and serious 
cases, and even cases in which every form of treatment must prove useless. In 
many parts of Germany these desperate cases seemed very prevalent in the sultry 
summer months as well as in certain states of the weather in winter. And for this 
reason the statistics of various kliniks afford no reliable basis for determining the 
value of different methods of treatment. In the second case shown the indication 
for prompt delivery was absolute, for the most careful efforts to eliminate the poison 
during the latter days of the pregnancy had been fruitless, and the condition of the 
patient shortly after the first fit of convulsions was alarming. Abdominal Cesarean 
section was indicated because access to the os uteri was made abnormally difficult by 
extreme cedema of the vulva. The result in regard to the child was good—that for 
the mother seemed at first unfavourable inasmuch as she had 22 more fits, and deep 
coma and unfavourable urinary symptoms persisted for 24 hours—only then to 
terminate in a typically rapid recovery. 

Renal decapsulation in eclampsia is over-valued like Czsarean section. The 
scientific grounds for the operation are still deficient, and it is by no means clearly 
destined to play an important part in the treatment of the disease. It is not to be 
forgotten that the renal disease is only one, though indeed a very essential one, of the 
various phenomena in the general aspect of the malady, and that therefore it can 
hardly be accepted as the essential cause. Decapsulation therefore can by no means 
claim to be a logical method of treatment. Nevertheless it may be tried in severe 
cases, especially in deep coma with a bad pulse, as well as when there is anuria, 
occasionally also when there is only oliguria but with a large amount of albumen. 
The results obtained at present (17 published cases and 2 of Pfannenstiel’s own) 
show a mortality of 37 per cent., which, considering that only the most serious cases 
are operated upon, cannot be considered bad. The operation is not a difficult one, 
and does not appear to cause injuries worth mentioning. Pfannenstiel has performed 
it in two cases, one of which died. In the other, a case of puerperal eclampsia, coming 
on 26 hours after delivery, there was no tension of the capsule of the kidney, but 
there was oliguria, yet the diuresis after the operation was not for some time 
materially improved, and for the succeeding seven hours the patient remained in 
deep coma and had seven more fits. The operation was performed after she had 
had twenty fits and everyone present considered it a hopeless case. 


Extraperitoneal and suprasymphysary Cesarean section. 

M. Hormerer, Wiirzburg (Zentralb. f. Gyn., 1908, No. 29), has tried extra- 
peritoneal Cesarean section as proposed by Frank in two cases in which the contents 
of the uterus were not free from suspicion of infection. In the first, a primipara 
aged 34, the peritoneum tore while being detached but was promptly stitched up 
again. The head had to be extracted with forceps, otherwise the case as regards 
mother and child took a favourable course. In the second case, a primipara aged 29, 
the bladder could not be seen, so it was quite impossible to detach the peritoneum 
from it. When the peritoneum had been divided sagitally the locus of its reflection 
was found to be far below the brim of the pelvis. Convalescence was disturbed by 
fever, but was ultimately satisfactory. 

When there is pronounced decomposition of the contents of the uterus, Hofmeier 
recommends that a drain should be placed in the lower angle of the wound. He is 
unable to accept extraperitoneal Czsarean section as a substitute for the classical 
operation, but he recommends that the sagittal incision in the uterus should be made, 
not in the upper part of the body, but in the lower distended section. In that way 
the extraperitoneal operation can be kept for the infected cases, and the supra- 
symphysary for the clean ones provided that the wound in the uterus is made as low 
down in the anterior wall as possible, immediately above the symphysis. 
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Hemostasis in Hebosteotomy. 

Rosner (Gyndkologische Rundschau, 1908, Heft 138) employs for this purpose a 
forceps specially constructed and similar to Mickulicz tonsil compressor, one blade 
being passed into the vagina and the other over the symphysis. Elastic pressure is 
produced by covering the blades with rubber cushions inflated with air. 

E. S. CarRMICHAEL. 


A New Obstetric Forceps. 

Massim1, Rome (Archiv. Ital. di Ginecol., April 1908), describes in detail a forceps 
designed to compress the head as little as possible during traction. In general shape 
the forceps resembles that known in our instrument catalogues as Aveling’s, with the 
handles bent back in a perineal curve. At the tip of the handles there is a screw by 
which the approximation of the blades can be regulated from 2—5cm. at their tip 
and 6—9cm. in their grip. Traction rods are avoided as being too complicated and 
difficult to sterilize. E. H.L. 0. 


Simple and Effective Treatment ina Labour after Vaginal Fixation 
of the Uterus. 

E. Scuroeper, Kénigsberg (Zentralb. f. Gyn., 1908, No. 34), performed inferior 
vaginal fixation of the uterus, without isolated suture of the peritoneum, upon an 
octipara aged 36. Two years later at the end of her ninth pregnancy, when labour 
commenced the portio was found in the back of the pelvis, and the os uteri was 
inaccessible without narcosis; the head was movable above the pelvic brim. Schroeder 
passed half his hand into the uterus anteriorly and cautiously dragged it forwards and 
downwards. The cervix and lower uterine segment, and with them the foetal head, 
came down easily into the pelvis, and delivery was completed by forceps after 
incision of the os uteri. Mother and child survived. 


The Treatment of Placenta Previa. 

GRAFENBERG, Kiel (Miinchener med, Wochnschr., 1908, No, 36, S. 1904), states 
that in Pfannenstiel’s Klinik cases of placenta previa were treated, not by combined 
version, but by hystreurysis, by means of which the infant mortality had been 
improved without affecting the decrease in the maternal mortality which they owed to 
combined version. Hystreurysis is, moreover, well adapted for private practice, for 
it has yielded favourable results even under the difficult conditions met with in 
out-patient work, in which, in eight cases, no mother died and only one child. The 
hystreurysis is always effected with an elastic rubber bag, which, after it has been 
introduced into the cavity of the womb, is distended to a capacity of 500c.cm. In 
introducing it an endeavour is made to secure an exact tamponade of the bleeding 
seat of the placenta without causing any further detachment. When the bag is 
expelled the os uteri is sufficiently dilated, and the delivery can be completed 
without any danger to the mother, and this is done unless the presenting part enters 
the pelvis. In case of serious hemorrhage during pregnancy the os is always large 
enough for the bag to be introduced. Slight bleeding does not indicate interference. 
In the protracted plugging of the vagina lately recommended by Zweifel, there is 
danger of infection. Hemorrhage so profuse as to endanger life demands more 
active interference, abdominal or vaginal Cesarean section. In Pfannenstiel’s Klinik 
they have never had to adopt this course; hystreurysis has always been sufficient. 


Manual Detachment of the Mature Placenta. 


Leo, Magdeburg (Miinchener med. Wochnschr., 1908, No. 36, S. 1905), on the 
basis of the physiological course of the third stage of labour, formulates the 
principle that the placenta should never be expressed until from the external clinical 
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signs it is known that it has been spontaneously detached. Manual detachment of 
the placenta can generally be avoided, and in a large proportion of the cases in 
which it is really indicated the necessity for it arises from improper interference 
during the third stage. To ensure better asepsis during the operation he recom- 
mends that the uterus should be pressed or drawn downwards till the os externum 
is outside the vulva, so as to avoid the germs in the vagina, and that disinfected 


indiarubber gloves should be worn to prevent infection by germs from the operator’s 
hand. 


Circular Tear of the Vagina at the Introitus. 

A. Weiscuer, Hamm (Zentralb. f, Gyn., 1908, No. 34) reports: A primipara, 
aged 31, who had been going about when labour began, was delivered spontaneously 
before Weischer arrived and found that there was a central rupture in the perineum 
2cm. in length; the frenulum and anus were intact. The whole vagina was rolled 
up to near the cervix and the urethra hung down into the vagina. He sutured the 
end of the vagina to the distal circumference of the introitus, and the woman 
recovered. He has not been able to find any instance of a complete circular 
detachment of the vagina recorded, 


Measles as a Cause of Death in Childbed. 

T. R. Arxrnson (Brit, Med. Journ., 1908, vol. ii, p. 407), attended a woman aged 
41, in her fourteenth confinement. Her previous labours had been easy, quick, and 
uneventful. Labour occurred prematurely at the eighth month. The mother was 
feverish and later in the day was evidently ill, but without any definite symptoms. 
One of the children had measles “just coming out.” The next morning the 
mother had a profuse measles rash on the face and chest; the following 
day it had almost faded. The temperature fluctuated between 98° and 102°, the 
pulse rate ran up to 160, and the patient had repeated attacks of a malarial type. On 
the fifth day free hemorrhage commenced from the mouth, the gums were swollen 
and spongy, and ulcers appeared inside the lips and cheeks, and slight herpes on the 
left side of the mouth. The patient got steadily worse and died on the seventh day. 
There was no abdominal pain, tenderness, or distension, and the lochia were normal 
throughout. Atkinson considers that the baby, which was of a dark purple colour , 
at birth, had measles in utero, and that the measles was the cause of the premature 
birth and of the death of the mother. Frank E. Taytor. 


A Case of Streptococcal Puerperal Infection treated with a Vaccine. 
G. W. Crowe and W. H. Wynn (Brit. Med. Journ., 1908, vol. ii, p. 303) record 
a case of puerperal infection of moderate severity, which commenced nine days after 
a normal labour in a primipara aged 35. Streptococci and B. coli were found in 
the uterine discharge. Antiseptic douches had no effect on the temperature. Anti- 
streptococcic serum “of a reliable brand” was injected daily for four days in doses 
of 10c.c. without effect. The opsonic index to streptococcus pyogenes was 0°65. 
Subcultures of streptococci and B. coli from a small clot in the uterine discharge were 
obtained on agar plates and from them a combined vaccine was prepared. On the 
seventeenth day of the disease the patient was injected with ten million streptococci 
and seventy million B. coli, and the same evening the temperature rose to 102°, but 
fefl to normal on the third day after the injection. Twenty-four hours later the 
opsonic index to streptococci was 0°90 and to B. coli 1°05, and on the third day 
1°72 and 1°58 respectively. The temperature rose to 100° on the fourth day, owing 
to toothache, but on the removal of two carious teeth with abscesses at their roots, 
the temperature promptly fell to normal and remained so, the patient then making 
an uninterrupted recovery, Frank E. Taytor. 
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Fatal Knotting of the Umbilical Cord. 

R. N. A. Watiincer (Brit. Med. Journ., 1908, vol. ii, p. 147) relates the case of 
a woman aged 49 who, five days before her thirteenth labour, while sitting in her 
chair, felt a most unusual movement, the child seeming “to turn itself right over”; 
this caused her to faint, and no further movements were felt. Labour was normal, 
but the child was dead, and at a point 9in. from the umbilicus the cord was tied in 
a knot, tightly enough to stop the circulation. The child had evidently turned over 
through a loop of cord, thereby knotting it. Frank E, Taytor. 


Triplet Conception and the Seat of the Placenta. 


O. Jazcer, Kiel (Zentral. f. Gyn., 1908, No. 32), attended a case of triplets in a 
quartipara, aged 31, in whose family there was no record of plural births. The 
infants, a boy and two girls, were fully developed and viable. It was a case of 
fertilization of three ova, for each fruit sac had its own amnion and chorion. There 
was, however, only one placenta consisting of two portions. 


Fixation of Bile Pigments in the Placenta. 


Viana (Annali di Ostetricia, June 1908) reports upon eight cases of jaundice 
occurring in pregnancy; four were cases of acute yellow atrophy whilst the others 
might be classified as catarrhal jaundice. 

It has been held: by many previous observers (1) that the healthy placenta forms 
an almost impermeable barrier to the passage of bile pigments from mother to feetus, 
because healthy normal infants are born even in grave icteric cases, and in every 
icteric case alcoholic placental extracts give positive reactions to tests for bile pigments 
while negative results are obtained in testing the amniotic fluid and fluids from the 
foetus; (2) that the bile pigments remain fixed in the investing epithelium of the 
maternal blood-spaces, combining with salts of calcium to form insoluble earthy 
precipitates of calcium bili-rubin and calcium bili-verdin; (8) that when, in grave 
cases, bile pigments do pass into the feetal circulation during intra-uterine life, they 
act as toxins and cause the death of the foetus; (4) that bile exerts an ecbolic and 
contractile effect on the uterine fibres, hence premature birth is a frequent source of 
danger in icteric pregnancies, and post-partum hemorrhage rarely occurs. 

The conclusions which Viana thinks his experience warrants are: (1) the presence 
of bile pigments in alcoholic placental extracts does not justify the assertion that 
these pigments are fixed in placental tissue, since in making the extracts it is 
impossible to separate maternal blood from placental tissue. In two cases of grave 
jaundice Viana noted that there were bile granules in the foetal blood in the capillaries 
of the villi. (2) It is only in the graver cases of jaundice that microscopic research 
shows a definite deposit of bile pigments in the essential elements of the placenta 
especially in the syncytial tissue; in the catarrhal cases of jaundice these deposits 
are lacking. In one catarrhal case where the placenta gave a negative reaction, the 
infant showed cutaneous signs of jaundice four days after birth but was otherwise 
healthy. (3) Direct examination of icteric placentas does not support the hypothesis 
that calcic salts form the mechanism of arrest for bile pigments. However great the 
deposits of calcium in the chorionic tissues may be, concretions of calcium bili-rubin 
and bili-verdin are found only in very grave cases, and then only in small quantity 
and in limited areas. (4) The possibility of transmission of biliary constituents 
from mother to foetus must be admitted, but death of the foetus, which usually 
happens in grave cases, and is unknown in simple catarrhal jaundice, may be 
ascribed to the influence of toxins in the blood-stream and not to any special toxic 
influence of bile. 


Viana thinks the contractile influence of bile on the uterine fibres is not so great 
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as is claimed. In one serious case of jaundice severe hemorrhage occurred imme- 
diately after birth and returned twenty-four hours later. In two of the four 
catarrhal cases births occurred at term. Spontaneous premature birth happened in 
only one severe case. In another, birth was artificially induced while in the remain- 
ing two cases, death of mother and fcetus occurred before the uterus showed any 
signs of activity. J. H. F. 


The Origin of Placenta Marginata and Circumvallata. 


SraMEnI, Perugia (Archiv. Ital. di Ginecol., April 1908), criticises the papers of 
Liepmann and of Krémer published since his own memoir of 1905. They had ignored 
his work, and this paper is purely polemical. He restates his opinion that this 
condition is produced mechanically by absence or deficiency of intra-ovular pressure 
and by insufficient active distension of the uterine wall. E. H. L. 0. 


Tuberculosis of the Pregnant and Puerperal Uterus and of the 
Placenta, and Tuberculous Infection of the Fetus. 

Kamann, Magdeburg (Miinchener med. Wochnschr., 1908, No. 36, S. 1905) on the 
basis of his personal researches and profound study of cognate literature, describes 
the morbid changes due to tuberculosis of the pregnant and puerperal uterus and of 
the placenta, and to the infection of the foetus through the placenta. These changes, 
he considers, are far more common than the cases recorded would lead one to 
suppose, but nevertheless the tuberculous infection of the fetus by way of the 
placenta, compared with the wide dissemination of tuberculosis generally, may be 
considered rare and of no great practical importance. The possibility that in 
tuberculosis of the placenta, bacilli may find their way, during interuterine life, into 
the foetal circulation, and, in extrauterine life, induce tuberculous lesions of the 
infant’s organs, and that some instances of tuberculosis in the new-born are to be 
explained in this way, must be freely admitted. 


Fracture of the Femur in the Newly Born. 


R. Jones (Brit. Med. Journ., 1908, vol. i, p. 1358) has treated over 20 cases 
of fracture of the femora which have occurred during delivery, by the application of , 
a Thomas’s kneee splint with extension. 


J. Epmonpson (Brit. Med. Journ., 1908, vol. ii, p. 197) has treated two cases of 
fracture of the femur in the newly-born, with perfect results, without any splint, by 
the following method :—“ The thigh was flexed on the abdomen with the knee 
extended, the foot naturally coming to the opposite side of the body. The triangular 
interval between the front of the leg and the abdomen and thorax was firmly packed 
with lint folded into a suitable shape. A narrow binder was then passed round the 
child’s body and round the back of the leg, extending from a little above the knee 
to the ankle, leaving the seat of fracture and the foot uncovered. This binder was 
readjusted occasionally, and at the end of three weeks was removed altogether.” 


A. H. Parkinson (Brit. Med. Journ., 1908, vol. ii, p. 408) has devised a splint 
which is convenient in use and possesses the advantage of requiring no apparatus or 
bandages to be fixed to the hips, so that there is no difficulty in keeping the child 
clean and dry. It consists of a box of splint, padded on the inside and covered with 
waterproof material. To about the middle of the side of this, corresponding with the 
fractured femur, an upright is screwed, carrying a crosspiece which projects about 
one-third of the way across; this is fitted with a pulley at its extreme end and 
another at its junction with the upright. The infant is put in the splint, and the 
sound limb is bound lightly to the side of the splint, and a flannel bandage is passed 
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round the body and the upper part of the splint, so that the arms are free. An 
extension apparatus is fixed to the injured limb, and the cord is passed over the 
two pulleys and fixed to the end of a piece of india rubber, the other end of which 
is fixed at the bottom of the upright. A sketch makes the apparatus and its method 
of application clear. Frank E. Taytor. 


Hemophilia in the Newly Born. 


F. G. M. Brrrrin (Zancet, 1908, vol. ii, p. 158) found the lumbosacral promontory 
very prominent and obstructing labour in a multipara, aged 37, but the child was 
easily delivered, without undue traction. On the following day the frenum lingue 
was cut and peeled back with the finger, and oozing continued from it. A black 
fluctuating swelling occupied the frontal region, extending backwards over the skull 
and downwards behind the ears. The skin, as far as the clavicles, was black. The 
right shoulder, arm, leg and foot were darkly ecchymosed. ‘The child (sex not 
stated) died on the third day. Frank E. Taytor. 


Ascites in the Newly Born. 


H. M. Inatis (Lancet, 1908, vol. ii, p. 158) attended a woman in her second 
confinement. Labour was normal, but there was slight difficulty in delivering the 
body of the child. The child’s abdomen was much distended. A large quantity of 
urine was passed twelve hours after birth, and the abdomen became less tense. 
Death occurred in 36 hours, and the peritoneal cavity contained a considerable 
quantity of bile-stained fluid, and the intestines appeared to be covered with blisters, 
the largest being of the size of a walnut. The patient’s first child died shortly after 
birth, with an enlarged liver. Frank E. Taytor. 
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REVIEWS OF RECENT BOOKS. 


A Sort Practice of MIDWIFERY, EMBODYING THE TREATMENT ADOPTED IN THE 
Rotunpa Hospirat, Dusuin. By Henry Jellett, B.A., M.D, (Dublin Univer- 
sity), F.R.C.P.I., Gynecologist and Obstetric Physician, Dr. Steeven’s Hospital ; 
ex-Assistant Master, Rotunda Hospital. Fifth edition, with 200 illustrations 
and an appendix containing the statistics of the Hospital for the last seventeen 
years. London: J. and A. Churchill, 1908. Price 8s. 6d. 

Although the author states that this edition has been brought up-to-date, we find 
in the third chapter that the “chorion is formed by the fusion of the false amnion 
and the thinned out remnant of the zona pellucida” and “as the allantois grows,” 
statements which shew that the recent advances in human embryology have not been 
embodied altogether in this addition. These are relics of the old embryology which 
presupposed that the human embryo developed like that of the chick. In speaking 
of asynclitism we notice the author describes Naegele obliquity as “ posterior” 
asynclitism, whilst in a recent edition of a text-book of midwifery by another writer 
we note the same condition described as “anterior” asynclitism. These terms must 
be purely arbitrary, but we should like to see some uniformity in their use by the 
authors of text-books, on account of the confusion which arises under the existing 
use of the terms. The author does not recommend the routine emptying of the 
uterus for eclampsia, but advises that if the patient’s condition is not improving, the 
uterus should be emptied either with the aid of de Ribes’ bag or Frommer’s dilator. 
If this does not imply that to empty the uterus is to give the patient the best chance, 
it must be a useless procedure; it consequently follows that it ought to be good 
treatment to empty the uterus before the patient’s condition becomes grave. In the 
treatment of sapremia intra-uterine douches are recommended, and if no improvement 
follows the uterus is to be curetted. We cannot agree with this; douches cannot 
remove adherent clots or placental remnants, and in unskilled hands even the blunt. 
curette is a dangerous instrument. On the other hand the gloved finger introduced 
immediately sapremic symptoms arise will discover any retained material and remove 
it, no valuable time being lost by futile douching. Though we make these few 
criticisms we have read the book with much pleasure and think that it is a useful 
addition to the student’s armamentarium. The fact that it has reached a 5th edition 
is good evidence of its well-deserved popularity. 


Lessons on CuinicaL Osstetrics. By Dr. Queirel, Professor of Obstetrics at the 
Medical School of Marseilles. Third series. Paris: Steinheil, 1908. 

Clinical lectures always appeal to a large section of the medical profession, and no 
doubt on this account the author’s lectures will be widely read. They are invariably 
interesting even though they may not contain much that is new or original. In fact 
lesson number eleven carries us back a score of years when we read of Porro’s 
operation being employed to treat a case of pregnancy complicated by myomata. 
The author’s lectures on ophthalmia neonatorum (5), the dangers of the forceps (9), 
symphysiotomy (10), eclampsia (15, 16, 17, 18, 19), hydrocephalus (7), cephalhzema- 
toma (6), hemorrhages (3, 4) are all of interest and worth reading carefully. No 
doubt the lecture which will be most criticized is the first on professional secrecy with 
regard to criminal abortion, syphilis and suckling, and the marriage of a man known 
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to be syphilitic. We cannot but endorse his views as to the attitude he suggests the 
doctor should adopt, but we feel that he has not solved these knotty questions in a 
manner that would insure the doctor coming well out of a cross examination, or his 
immunity from libel actions. 


Die Operative GEBURTSHILFE DER PRAXxIs UND IN Zwanzic VoRTRAGEN. 
Von Hermann Fehling, Professor der Geburtshilfe und Gynikologie, zu 


Strassburg im Els. Pp. 190, illustrations 77. Price M. 4. Wiesbaden: J. F. 
Bergmann. 


These twenty lectures on obstetric operative procedures are post-graduate in 
character, and are addressed especially to those engaged in general practice. In his 
preface the author calls attention to the changes which have occurred in the treatment 
of obstetric cases as the result of modern surgical methods and have resulted in the 
development of a “surgical” or “hospital” type of obstetrical procedure differing 
considerably from that of general practice. These lectures have been given with the 
idea of showing the practitioner how far his methods ought to follow those of the 
clinic, and how far the hospital treatment can take him in cases beyond his own 
experience. The author has succeeded admirably in the task he has set himself, and 
has produced an eminently practical and concise account of the methods of obstetric 
surgery. The special needs of the audience he is addressing are kept in mind, and 
many of the details such as are found in a student’s text-book are omitted, and 
attention is strictly confined to the practical points of the various operative methods 
and to their value and indications. 

After a short preliminary lecture of seven pages on disinfection, instruments and 
anesthesia, the writer proceeds at once to a discussion of the methods of delivery in 
complicated labour. He advises that after version, extraction should be postponed 
if the condition of the mother and foetus permits. This not only allows of rest to 
the operator’s hands, but gives time for the relaxation of a tetanically contracted 
cervix, and, if good pains occur as the patient recovers from the anesthesia, the 
labour will proceed as in an ordinary breech presentation. If uterine action is 
feeble the effect of the pressure of a weight of 1 to 2 kg. on the cervix may be 
tried for a couple of hours before proceeding to extraction. No mention is made of 
external version in pregnancy or early in labour in breech presentations, nor of the 
value of the raised pelvis position in facilitating its performance. To the British 
reader the most striking thing in the lecture on forceps delivery is the archiac type 
of axis-traction instrument which is illustrated and described. The bloodless and 
other methods of hastening dilatation are fully discussed, though such operations as 
the vaginal hysterotomy are not recommended for private practice; pubiotomy and 
the other operations for widening the bony pelvis are also considered more suited 
to the clinic than the private house. Cesarean section, on the other hand, is 
described as an operation which every practitioner ought to be prepared to undertake 
just as he would tracheotomy or the cure of a strangulated hernia. The treatment 
of labour and pregnancy complicated by tumours and cancer, and the treatment of 
extrauterine pregnancy are dealt with, and the last two lectures are devoted to a 
general discussion of the course and treatment of labour in contracted pelvis in 
general and in special forms of contraction. 

The book is well written, and may be specially commended to the English reader 
in that the German is remarkably easy to read, and free from the long and involved 
sentences which so often make German text-books trying to those who are not well 
versed in the language. 


J. 8. F. 
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Cancer: Reiger oF Pain anD Possiste Cure. By Skene Keith, M.B., F.R.C.S. 


(Edin.), and George E. Keith, M.B., C.M. Pp. 155. London: A. and C. 
Black, 1908. 


This book is a record of the authors’ experience in the treatment of inoperable 
cancer by injections consisting of a mixture of iodipin (25 per cent.), arseniate of 
iron, cacodylate of iron, and cinnamate of sodium. They say: “By means of the 
treatment to be described we feel certain that we have been able to relieve pain, 
prolong life in comfort, and in some cases, so far as the time elapsed will show, to 
have cured the disease. This is our belief.” 

The authors record thirty-six cases of carcinoma treated by their method. Among 
these, cases 22, 23 and 24 showed jaundice and ascites, and the diagnosis of cancer 
was an hypothesis only. Cases 29 and 30 must also be excluded, the former as 
possibly a simple papilloma of the bladder, the latter as not improbably a gumma of 
the tongue. Cases 5, 15, 16 and 28 are too incompletely recorded to be of value, 
as are also cases 26, 33 and 34, in which, however, it is noted that no improvement 
took place. Of the remaining twenty-four cases only three are still living, respectively 
55, 12, and 12 months after the commencement of the treatment (cases 4, 27, and 36). 
Case 4 was a somewhat chronic carcinoma of the breast, and oophorectomy was 
performed, a fact which diminishes its evidential value. The average period of 
survival—subsequent to the initiation of treatment—of the 21 remaining cases varied 
from 37 months to 1 month, and upon the average was about ten months. Evidently, 
as regards its power to cure the disease, and even as regards its power to prolong 
life, the evidence for the Keith method must be held to break down. There is no 
justification upon the evidence for the implication contained in such a sentence as the 
following : “ We do not yet, in spite of the promising results we have obtained, con- 
sider that there is at present any certain cure for all cases of cancer.” 

Apart from the prolongation of life, the authors claim that their method in some 
cases relieves pain, improves nutrition, and causes shrinkage of the primary or 
secondary growths. In respect to the relief of pain it must be said that almost any 
new treatment applied with confidence will for a time relieve the pain of cancer, a 
fact to which the authors themselves allude. The importance of this mental element 
is perhaps illustrated in case 28, where, as the authors record, “within half an hour 
of the first injection the pain had disappeared.” In respect to the shrinkage or . 
disappearance of masses of growth and the yielding of cancerous strictures, it must 
be remembered that similar phenomena are witnessed in untreated cases and that the 
life-history of any particular mass of cancer cells is a naturally limited one. A 
careful perusal of Messrs. Keith’s cases leaves the impression that a series of untreated 
cases, recorded with equal care, might yield precisely similar results. It seems likely, 
however, that the injections possess some power to check septic changes in ulcerated 
masses of growth, and possibly to promote the cicatrization and absorption which 
normally occurs in the older portions of a cancer. 

W. Sampson 


REPORT OF RECENT ADVANCES IN PHARMACEUTICAL CHEMISTRY AND THERAPEUTICS. 
Vol. xxi. Demy 8vo, pp. 300. 1907. 


This is the most recent of the Annual Reports issued by the well-known Darmstadt 
manufacturing firm of E, Merck. As it is sent gratis to any medical man on 
application to the London office of the firm, 16 Jewry Street, E.C., many if not all 
of our readers will be acquainted with its value. To such of our colleagues as may 
not know it, we earnestly recommend it as a most useful book of reference. Far 
from being a trade catalogue, the book must be recognized as an impartial report 
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upon recently introduced drugs and preparations quite independent of their source, 
the effects obtained being in all cases verified by reference to the source of the 
information. More than 1,000 authors are quoted and upwards of 400 publications 
referred to. The literary matter extends to 262 pages, and is supplemented by 
indexes of the bibliography and of the names of authors, a general index of drugs 
and preparations, and one of diseases, symptoms, and indications for treatment, as 
well as one in which the approximate prices of the remedies are given, not in actual 
money value, but in comparison with those of typical and well known substances 
such as physostigmine sulphas as the most expensive, and atropine sulphas, morphine 
hydrochloras, strychnia, quinine sulphas and potassii iodidum in decreasing order of 
price. 

It may be useful to give a few instances of items of information given in regard 
to some of the preparations mentioned. They will at once indicate the advantage of 
having explanatory matter at hand in regard to the numerous remedies now brought 
forward under names that are often extraordinary and sometimes uncouth. 

Bornyvat has won still more extensive recognition as a reliable sedative and 
analeptic, especially in neuroses and heart disease; it has proved valuable in the 
pernicious vomiting of pregnancy, in the troubles of the menopause, in dysmenorrhea 
and acute gonorrhea. [It is the isovalerianic ester of borneol.]} 

Eston, a basic acetate of alumina, resembling lenicet in composition, is a white 
powder only partially soluble in water. A rather more basic preparation bears the 
name subeston; another, which contains subformiate in addition to subacetate, is 
called formeston. Satisfactory results have been obtained with eston and formeston 
in various skin diseases, hyperidrosis and bedsores. 

PyocyanasE, described in the previous report as a product consisting of bacterial 
proteids, obtainable by autolysis from the bacillus pyocyaneus, has an extensive field 
of utility in all diseases caused by microbes affected by its bacteriolytic action : 
cholera, typhoid, plague, anthrax and diphtheria bacilli, as well as gonococci, 
meningococci, streptococci, and staphylococci; saprophytes, tubercle and hay bacilli are 
not killed. Hoffmann has suggested that it may prove of great service in the treat- 
ment of ulcerating and inoperable carcinoma. 

The notes, though brief, are comprehensive, at the same time the information 
given is recent, and reference to the same title in previous reports is often necessary. 
There is hardly a page that will not prove interesting as well as instructive. 


ATLAS DER VENERISCHEN AFFEKTIONEN DER PortTIo VaGINALIS UTERI UND DER 
Vacina. Dr. Von Moriz Oppenheim. Leipzig und Wien: Franz Deutiche, 
1908. pp. 76. 19 Plates. Price, Marks 14. 


As Professor Finger states in a short introduction Dr. Oppenheim has supplied 
a distinct want by the publication of this ‘‘ Atlas’”’ and has presented in a handy 
readable form a description (together with illustrations) of the venereal affections of 
the portio vaginalis and vagina. It will be useful to the syphilologist, the gynzco- 
logist and to those medical men who are engaged in the examination of prostitutes. 

The majority of the illustrations have been specially drawn for this work whilst 
others are borrowed from the works of Heitzmann, Henning and Mracek. Suitable 
specula were employed to expose the portio vaginalis and vaginal walls, and the 
drawings were made from nature. They are all reproduced in colours which are 
somewhat exaggerated and do not adequately represent the natural appearances. 

In the text a short account of the clinical history is given with a description of 
the different types of syphilitic disease. The descriptions are concise and the text 
is not burdened with unnecessary details. The importance of the speculum in the 
investigation of cases of venereal disease is emphasized by the frequency with which 
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syphilitic lesions are found in the portio vaginalis. And it is probable that the 
conflicting statements which have hitherto been made concerning primary and other 
syphilitic manifestations in the portio vaginalis are due to the neglect of a specular 
examination. 

Chief interest centres around the frequency with which a primary sore is seen 
involving the cervix, and in this connection Dr. Oppenheimer remarks that the more 
recent statistics show an increased frequency and from his own experience he gives 
8—10 per cent. as the proportion of cases with a‘ primary chancre of the portio 
vaginalis. They are, he says, mostly prostitutes who have already borne children. 

He distinguishes two chief groups :—(1) Where the primary lesion also involves 
the cervical canal. This is the more common and is regarded as being due to 
infection of a portio erosion. (2) Where the cervical canal is not involved. This is 
situated usually on the anterior cervical lip. 

In each group four clinical types of primary sore may be differentiated :—(a) 
The indurated erosion; (b) the diphtheritic; (c) the ulcerated; (d) the gangrenous. 
A short description of the character presented by each type is given which adds to 
the value of the illustrations. 

The author accepts the view that the cause of syphilitic infection is the spirocheta 
pallida, and describes the method of detecting the presence of this organism. ‘lhe 
vagina is douched with distilled water, the portio is wiped with wool tampons and 
some serum is obtained from the hardened portio vaginalis either by scraping or the 
slight pressure of a spatula. The serum is then either stained or is examined directly 
with a darkened field. Typical examples of spirochete are found although they are 
not so numerous or constant as in similar affections of the external genitals. ‘lhe 
histological appearance is also described, and, according to Bertarelli and Volpino, 
the spirochete are found most numerous in the connective tissue, more especially in 
the vessel walls and in the lumen, whilst no spirochete are present at the periphera 
of the indurated area, or on the eroded or ulcerated surface where polynuclear 
leucocytes are abundant. 

The various secondary syphilitic manifestations which are met with in the portio 
vaginalis are described and illustrated. The differential diagnosis both of the primary 
and secondary lesions is discussed, but too much reliance is placed on variations in 
colour as an aid to diagnosis. Such minute distinctions can only be of service to 
those who have very frequent opportunities for examination and inspection. 

Gummata of the vaginal portion of the cervix are not often observed. Two stages 
may be seen, the gummatous nodule and the gummatous ulcer. Gummatous nodules 
have been most frequently observed involving the anterior lip of the cervix. ‘Ihe 
nodules soon undergo softening and later gummatous ulcers develop which possess 
the characters already familiar in other regions of the body when skin or mucous 
membrane is involved. Marked scarring results when the ulcer heals and the super- 
ficial epithelium is thickened with leukoplakial development. 

A specially interesting illustration, plate xvi, Fig. 43, represents a gumma of the 
portio vaginalis associated with marked prolapse of the womb. It is described as a 
reniform ulcer on the anterior cervical lip with the concavity towards the uterine 
orifice. The floor of the ulcer was irregular and in part speckled ; the surrounding 
mucosa was bluish white. The ulcer was separated from the cervical orifice by a 
portion of intact epithelium 3mm. in width. 

A typical gummatous ulcer was present over the right knee-joint and syphilitic 
cicatrices were also noted. Histologically, the ulcer on the portio vaginalis was a 
typical gumma. The ulcers soon disappeared under antisyphilitic treatment. ‘Ihe 
patient was aged 61 years. 


The treatment of the syphilitic affections of the portio and vagina is briefly 
described, 


| 
a 
. fi 


308 Journal of Obstetrics and Gynecology 


Pure carbolic acid or strong copper sulphate lotion are used as caustics. lf 
there be marked local inflammatory reaction tampons soaked in 2-3% copper sulphate 
are useful. 

Weak sublimate douches and mercurial ointment inserted on a — are used 
locally in the treatment of primary manifestations. 

‘‘Diphtheritic ulceration’? demands the use of liquid carbolic or strong copper 
sulphate as caustics. 

The usual constitutional treatment with mercury and iodide of potassium is 
employed. 


Dr. Oppenheim’s book is a useful addition to medical literature. It provides 
information which is absent in the text books of gynecology and serves at least to 
emphasize one of the dangers of modern specialism, for it would appear that the 
primary manifestations of syphilis in the female are most frequently seen in the 
Clinics for Venereal disease, whilst the later manifestations are seen in the Gyneco- 
logical Clinics. This is in all probability the reason why erroneous statements have 
appeared concerning the relative frequency of primary syphilis as seen involving the 
cervix. It is most important that the gynecologist should possess a thorough 
knowledge of the primary, secondary and tertiary manifestations of syphilis when 
attacking the female genitalia and for this purpose study at a Clinic for venereal 
diseases is necessary. Moreover an adequate account of the disease should be given 
in all text books of Gynecology and not ignored or only superficially treated as is 
the custom at present. 

Dr. Oppenheim is to be congratulated on the production of a useful book which 
will accomplish the objects for which it was written. 


FREDERICK J. McCann. 


CatTaLocue or Lewis’s MEDICAL AND ScrentiFic Lisrary. Revised to 


the end of 1907. Demy 8vo, pp. 50. London: H. K. Lewis. Price 5s. net, 
2s. net to subscribers. 


This catalogue has been carefully prepared, and will be found of great value to 
those using the Library, and especially to those who may wish to consult the 
standard works in any branch of medical science. The catalogue is arranged 
alphabetically under the authors’ names, and gives the title, size of volume, 
price and date of publication. The author’s name catalogue occupies about four- 
fifths of the volume, the other fifth forming an index in which under each subject 
are given the names of the authors whose works are to be found in the body of the 
catalogue,—the most recent publications being marked with an asterisk. Among the 
subjects indexed which more especially concern us may be mentioned: abdominal 
surgery, abortion, cancer, dermoids, Fallopian tubes, foetus, menstruation, ovaries, 
and uterus; midwifery, pregnancy, diseases of women and other general subjects have 
several sub-headings. These examples indicate the detail with which the index has 
been prepared, and will serve to show how much the catalogue must add to the 
usefulness of this well-known medical library. 
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